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ECENT years have brought from the field of 

medical research an enormous amount of 
priceless information. Because of the great medical 
foundations and the research departments of our 
great universities have been organized and oper- 
ative for a generation, we may anticipate a con- 
sistent and ever increasing flow of this informa- 
tion into the science of medicine. 

Those of us in the clinical field, the bedside 
physicians, must ever keep before us the distinc- 
tion between the science of medicine and the 
practice of medicine. We in the practice must be 
constant students of the science in order that the 
new that is practical may become a part of our 
clinical armamentarium. It is seldom that one 
feels secure in launching into a new procedure of 
treatment when knowledge has been gained from 
the literature alone. 

Seldom can we set the new sulfanilamide upon 
the apothecary shelf to be pulled down and dis- 
pensed for a condition where it is indicated, then 
returned to the shelf. The conversion of a sci- 
entific medical discovery to an instrument of 
practice is more complicated than that. Typed 
pneumococcic serum, and the sulfanilamide prep- 
arations came into universal use almost simul- 
taneously in the treatment of lobar pneumonia. 
Sulfapyridine seems to give a bacteriostatic ef- 
fect in clinical application that it does not in the 
test tube. And yet the pneumonia is not cured by 
it. The specific sera seems to precipitate the cri- 
ses more readily and with fewer complications. 
Best results are obtained from a combination of 
the sulfapyridine and the pneumococcic sera. 

This conclusion is far reaching and complex. 
We find that bactericidal and bacteriostatic drugs 
do not cure disease. The pathology is not resolv- 
ed until immunity has been aroused. Every man 
treating pneumonia should be fully informed in 
chemo-therapy and immunization therapy, and 
then will he have at his command one of the 
greatest medical advances of all time. 

I use the above example to illustrate the need of 
careful and detailed post-graduate study that 
practitioners may be able to take advantage of 


Presidential Address before Southwestern Medical Associa- 
tion; Tucson, Arizona, 


November 21, 1940. 


Post-Graduate Medical Education 


ORVILLE EGBERT, M.D. 
El Paso, Texas 


the contributions of medical science to medical 


practice. 

Necessarily there must be some lag between the 
development of principles and techniques and 
their actual application in average practice. The 
application should first be made in our large 
teaching hospitals where sufficient clinical ma- 
terial is available and where observations are sci- 
entifically detailed and accurate. 

Between the time when our teaching institu- 
tions have available practical clinical data, and 
the actual application of them by the physician 
in the field, there should be a minimum amount 
of lag. That there may be minimum of lag we 
have built up, in this country, a system of post 
graduate training unique in the scope it covers. 

Post graduate medical education is a broad 
term. Formerly it was the designation of train- 
ing in a specialty. I shall not attempt to discuss 
specialty training, formal courses, and _ short 
courses at medica] centers. I shall only mention 
the circuit courses and refresher courses, such as 
has been adopted by State Medical Associations 
in Tennessee, Texas, Idaho and others. A post 
graduate medical assembly such as that of the 
Southwestern Medical Association provides in- 
tensive lectures and seminars that serve the pur- 
pose of bringing to the membership detailed dis- 
cussions of the new methods that have been work- 
ed out in medical centers and universities. The 
teacher brings a series of subjects, with some re- 
gard for curricular arrangement and preparation. 
He presents the individual subject with the in- 
formality of the class room. The student has the 

opportunity to ask questions that bring out ex- 

planations and elaborations from the experiences 
of the teacher. In this way the man in the field 
gets pertinent ground work in the new instru- 

ments of diagnosis and therapy that gives him a 

sense of security as he adds them to his clinical 

storehouse, catalogued for immediate use. 

The informality of the round table luncheon 
discussions makes possible the bringing out of de- 
tail and offers the opportunity to the teacher to 
informally discuss many observations that have 
not yet become sufficiently classical to be placed 
in text books where certain degrees of finality 
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must have been attained before the author is jus- 
tified in offering them. 

The business of this association is conducted 
as a non-profit organization with a minimum 
amount of dues and fees devoted to the operation 
of the assotiation. All funds collected are used to 
secure better and larger programs. We follow the 
same type of presentation as the International 
Post Graduate assembly, the Dallas Southern 
Clinical Society, the Post Graduate Assembly of 
South Texas and others. We have had on our 
programs men who have been on several or all of 
the Assembly programs and many that have been 
on our programs have later been used by the oth- 
er assemblies. Our programs are in every way the 
equal of these other assemblies, the only differ- 
ence being in the number in attendance. 

Presentations to a relatively small membership 
may amount to an infringement upon the time 
of our speakers; selfishly, it is a great advantage 
to those of us in attendance. It has been a source 
of great satisfaction to those responsible for past 
programs to have teachers say that lively interest 
and appreciation from our members compensated 
for our small numbers. 

I would call to the attention of our guest speak- 
ers that though we are small in number we come 
from a vast area. Our association takes in New 
Mexico, Arizona, West Texas and Northern Mex- 
ico. The distance from Alpine, Texas to the west- 
ern border of Arizona is the equal of the distance 
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from New York to Chicago. The distance from 
the City of Chihuahua to the northern boundary 
of New Mexico is the equal of the distance from 
Atlanta, Georgia to the Canadian border. The 
long travel of men and women to attend this con- 
ference bespeaks their appreciation. 

Speaking for the officers of this association, we 
are deeply grateful to Dr. C. A. Thomas and his 
committees for their months of labor to bring 
about the entertainment of this association in 
Tucson. We are indebted to them for one of the 
finest programs and one of the finest faculties of 
distinguished professors that this or any other 
post graduate medical assembly has had. 

To our members and guests: We trust that you 
will find much to stimulate your interest and to 
improve your individual methods. We hope that 
your contact with various minds and with newer 
knowledge may bring into sharp relief the rapid- 
ity and breadth of medical advances. We hope 
that you find answers to questions that have 
puzzled you. And if you do find increased knowl- 
edge of newer methods you will return to give 
better care to your patients and thus, without go- 
ing beyond your proper fields, enlarge the scope 
of your practice through enriched diagnostic and 
therapeutic methods. 

So will you justify the efforts of the South- 
western Medical Association to bring post-gradu- 
ate medical education to the Southwest 
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Partial Gastrectomy in Certain Cases of Duodenal Ulcer 


VERNE C. HUNT, M. D. 
Los Angeles, Calfornia 


XPERIENCE that one gains over a period of 
years in the surgical treatment of a certain 
type of lesion affords the opportunity not only of 
employing the various surgical procedures which 
have been in vogue, but also of analyzing the im- 
mediate and ultimate results of those procedures. 
Thereby the relative merits of the various opera- 
tions as they are performed under the variable 
circumstances become most impressive insofar as 
the individual surgeon is concerned. This is par- 
ticularly true of duodenal ulcer. There is as yet 
incomplete accord among surgeons as to just what 
type of operation shall be employed in cases of 
duodenal ulcer in which the indications for surgi- 
cal treatment are entirely clear, but crystalliza- 
tion with a convergence of ideas is occurring. 
That difference of opinion does exist among sur- 
geons as to the applicability of the different types 
of operation that may be employed in the surgi- 
cal treatment of duodenal ulcer emphasizes the 
often stated fact that no one operation may be 
successfully used routinely in all cases. Instead, 
that surgical procedure should be selected which 
Presented at the fifty-eighth annual meeting of the New 
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most nearly fulfills the purpose of surgical inter- 
vention and which after a thorough survey of the 
situation upon opening the abdomen may be car- 
ried out with the maximum degree of safety. In- 
dividualization in the selection of the operation is 
necessary not only in terms of the purpose of op- 
eration in the particular instance, but also as per- 
tains to the general condition of the patient by 
virtue of associated disease and as the general 
condition of the patient has been adversely ef- 
fected by the complication of the ulcer for which 
surgical intervention is instituted. Alternative 
methods must always be available, for while one 
procedure might be preferable and seem to most 
nearly fulfill the purposes of surgical interven- 
tion, extensive disease, previous operations, an- 
atomical anomalies and other factors may miti- 
gate against its judicious employment. In other 
words, the surgeon not infrequently in the surgi- 
cal treatment of duodenal ulcer is confronted 
with the problem of choosing between an opera- 
tion of choice and one of expediency. It is high- 
ly essential in the final selection of an alterna- 
tive procedure over the one of choice that in so 
doing the primary purpose of the operation is 
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still adequately served and that there is mini- 
mum compromise in the control of known factors 
predisposing to reactivation of the ulcer or to new 
ulcer formation. Performing a posterior gastro- 
enterostomy and failing to excise the bleeding le- 
sion when the primary purpose of operation is 
the control of bleeding illustrates the point. 

The surgeon must necessarily have definite and 
clear ideas regarding the indications for surgical 
intervention in cases of duodenal ulcer and should 
have clear ideas regarding the relative merit of 
operations in effecting cure of the disease with 
minimum incidence of postoperative recurrence 
o) reactivation. It is acknowledged by the sur- 
gcon and the internist alike that gastric acidity 
and gastric secretion have much to do with re- 
cirrence of ulcer following medical or surgical 
methods of treatment. In fact, most all methods 
cf medical management which have been employ- 
ed and all surgical procedures which have been 
cesigned for the treatment of duodenal ulcer 
have been predicated on the control of gastric 
acidity and gastric secretion through either dilu- 
‘ion, neutralization or quantitative reduction. It 
is well known that the results of treatment for 
cuodenal ulcer, whether that treatment is medi- 
cal or surgical, depend upon adequate control of 
gastric acidity and gastric secretion. 


OBJECTIVES OF OPERATION 

By this time the surgeon experienced in the 
performance of operations for gastroduodenal le- 
sions has become as thoroughly convinced as the 
internist that the uncomplicated ulcer is seldom 
if ever a surgical disease. In the complicated duo- 
denal ulcer the purpose of operation is clearly de- 
fined. Three complications are generally recog- 
nized as distinct indications for surgical treat- 
ment, and not necessarily in order of their fre- 
quency or gravity, they are perforation, hemor- 
rhage and cicatricial pyloric stenosis with gastric 
retention. A fourth complication of rather infre- 
quent occurrence, but now generally recognized 
as a distinct indication for surgical intervention 
is proved or established intractability to or im- 
practicability of medical management as exhibit- 
ed by repeated recurrence. Perforation of a duo- 
denal ulcer is of two types: the acute free per- 
foration and the protective perforation, the latter 
often resulting in penetration of nearby struc- 
tures, most frequently the pancreas. In the acute 
free perforation of a duodenal ulcer the surgeon’s 
responsibility is solely that of saving life through 
hasty closure of the perforation. That recurrence 
of symptoms frequently follows recovery from an 
acute perforation and its closure, and that a sub- 
sequent operation curative in purpose is neces- 
sary in many instances, are entirely beside the 
point. The purpose of operation in the hemor- 
rhagic or bleeding ulcer is the control of past, 
present or future bleeding. In the ulcer which 
has progressed to cicatricial pyloric stenosis with 
resultant gastric retention, drainage of the stom- 


SOUTHWESTERN MEDICINE 


395 


ach comprises the chief objective of operation. 
The ulcer which recurs after simple closure of an 
acute perforation, the penetrating duodenal ulcer 
and those duodenal ulcers in which neither acute 
perforation, bleeding nor cicatricial pyloric steno- 
sis has occurred, but which have proved resistant 
to medical management, comprise a group of cases 
in which cure of the disease is the primary and 
all-important purpose of surgical intervention. 
No single operation serves the purpose of opera- 
tion under all of these varying circumstances 
with maximum assurance of good results. 


SURGICAL PROCEDURES 


In discussing the surgical treatment of duo- 
denal ulcer at this time it is necessary to bear in 
mind that it is only the ulcer in which one or an- 
other complication has occurred that is now quite 
unanimously accepted as a _ surgical disease, 
whereas heretofore and for a good many years un- 
complicated ulcer has in the experience of many 
comprised a respectable percentage of cases in 
which various operations were performed. It has 
been the uncomplicated ulcer in which many of 
the conservative operations have been performed 
and in which the field of applicability of gastro- 
enterostomy and the various types of pyloroplasty 
operations with or without excision of the ulcer 
has been wide. Experience through the years has 
proved that usually the uncomplicated duodenal 
ulcer responds so well to painstaking medical 
treatment that surgical intervention is rarely nec- 
essary or justified. Experience has likewise 
proved that the results following the relatively 
conservative operations in uncomplicated ulcer 
are not good, and that the seriousness of the dis- 
ease in uncomplicated duodenal ulcer is not suf- 
ficiently great to justify either the magnitude or 
risk of a partial gastrectomy. In other words, the 
disease must be serious and complicated in order 
that the results of surgical treatment may be 
good. 

An insidious change has occurred during recent 
years in the employment of certain surgical pro- 
cedures in duodenal ulcer — not an arbitrary 
change — but an entirely natural and justifiable 
change entirely in keeping with the increasing 
magnitude of the problems of duodenal ulcer which 
are largely those of the complications. The sur- 
gical duodenal ulcer is no longer the benign lesion 
amenable to relatively benign and conservative 
surgical procedures that it formerly was. By this 
it is not to be inferred that the original disease 
differs materially from that of the past, but 
rather that relatively benign duodenal ulcer is no 
longer regarded as a surgical ulcer. Inasmuch 
as practically all surgical duodenal ulcers today 
are complicated in one way or another, major 
problems are encountered whereby the purposes 
of the surgical procedures are usually not ade- 
quately served by the relatively benign, conserva- 
tive operations, which through necessity and not 
from choice have been relegated to an inferior 
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status, and have been superseded in many in- 
stances by partial gastrectomy. From this state- 
ment of mine do not infer that many of the con- 
servative operations which have been used in the 
past have become obsolete and no longer possess 
merit. There still remains a distinct place at least 
for posterior gastro-enterostomy and lateral gas- 
troduodenostomy. For the purpose of providing 
adequate drainage of the stomach in those cases 
of cicatricial pyloric stenosis of chronic duodenal 
ulcer, properly executed posterior gastro-enter- 
ostomy remains a procedure with results unsur- 
passed by any other type of operation. The op- 
eration of lateral gastroduodenostomy of Jaboulay 
as modified by others likewise retains a position 
of usefulness in certain carefully selected cases 
of duodenal ulcer. The various types of opera- 
tions which may be grouped together and desig- 
nated as pyloroplasty, with or without excision of 
the ulcer, have surrendered their relatively high 
status of former years through their own inap- 
plicability to the surgical duodenal ulcer and its 
complications of today. 


The operation of posterior gastro-enterostomy 
has lost prestige—and unjustly in my opinion— 
largely on the grounds of variably reported inci- 
dence of new ulcer at or about the stoma. That 
such a new ulcer at or about the stoma does oc- 
cur may not be successfully denied, but that 
gastrojejunal and jejunal ulcers occur frequent- 
ly following a properly executed gastro-enteros- 
tomy in cases where the indications for that op- 
eration have been rigidly adhered to, is a statement 
which is immediately subject to vigorous chal- 
lenge. The high incidence of gastrojejunal and 
jejunal ulcer has occurred through the injudi- 
cious employment of gastro-enterostomy in the 
uncomplicated duodenal ulcer. Faulty execution 
of the gastrojejunal anastomosis not only as con- 
cerns the position of the stoma in the stomach 
and in the jejunum, but also as concerns the me- 
chanics of the gastro-intestinal union, has served 
to defeat the purpose of surgical intervention, 
namely, drainage of the stomach and reduction 
of gastric acidity through dilution and neutraliza- 
tion by duodenal and jejunal content. The former 
wide field of usefulness of the operation of gastro- 
enterostomy has narrowed considerably during 
recent years, but this does not reflect upon the 
merits of the operation as it is employed in the 
condition for which it was originally devised, 
namely, that of organic pyloric obstruction. Ex- 
perience has proved that through the employment 
of gastro-enterostomy the purposes of surgical in- 
tervention are usually inadequately served in the 
complicated, surgical duodenal ulcer of today ex- 
cept when that complication is cicatrical pyloric 
stenosis secondary to a chronic duodenal ulcer or 
due to cicatrization subsequent to simple closure 
of an acute perforation. 


PARTIAL GASTRECTOMY 
Even though the conservative operations as they 
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have been employed in the past in the hemor- 
rhagic or recurrently bleeding ulcer have been 
successful in a certain number and percentage of 
cases, the assurance against future bleeding has 
not been great. Experience by this time substan- 
tiates the idea that past, present and future hem- 
orrhage from a duodenal ulcer may be permanent- 
ly controlled only through excision of the ulcer, 
and usually this is most advantageously accom- 
plished by performing a partial gastrectomy. 
Many bleeding duodenal ulcers are situated on the 
posterior wall of the duodenum and adequate ac- 
cess to this area to facilitate excision of the ulcer- 
bearing portion of the duodenum is often gained 
only after transecting the stomach at some level 
proximal to the pylorus. 

The penetrating ulcer of the duodenum, partic- 
ularly the ulcer of the posterior wall, in which 
protective perforation has occurred with subse- 
quent penetration of the pancreas, presents tech- 
nical problems, the satisfactory solution of which 
in many instances is found only through transec- 
tion of the stomach with removal of the distal 
portion thereof and the first part of the duodenum 
to a level just below the ulcer. Similar problems 
are not infrequently encountered when recurrence 
of an ulcer following simple closure of an acute 
perforation requires subsequent surgical consider- 
ation, and the solution to these is likewise at 
times to be found only through removal of a part 
of the stomach. It is not my desire to leave the 
impression that when a partial gastrectomy is per- 
formed for duodenal] ulcer the ulcer-bearing area 
of the duodenum should always be included in the 
resection. It may be stated, however, that failure 
to include the bleeding ulcer within the scope of 
the resection constitutes a serious compromise of 
the primary purpose of an operation for this par- 
ticular complication. 

If there is agreement with me in the statements 
which have been made regarding the necessity 
for excision of certain duodenal ulcers and the 
exclusion from the gastroduodenal tract of such 
others as the posterior penetrating ulcer, the 
statement is in order that frequently this can all 
be accomplished by conservative transduodenal 
methods or by pylorectomy, with little sacrifice 
of the stomach itself, thus facilitating restoration 
of gastroduodenal continuity. To this statement 
I wholeheartedly subscribe. Even though exci- 
sion of a duodenal ulcer on the posterior wall of 
the duodenum may be accomplished by one or 
the other of these relatively conservative opera- 
tions, the incidence of recurrent ulcer is suffi- 
ciently great to leave me, at least, with a total 
lack of ability to select the cases in which such 
conservative operations might afford the maxi- 
mum assurance against a recurrence of the ulcer. 
Again, it is not my desire to leave the impression 
that a field of usefulness for these conservative 
operations does not exist. There are instances in 
which for one reason or another the magnitude 
of a partial gastrectomy and its attendant risk 
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are such that they outweigh the probability of 
recurrent ulcer following one of the conservative 
operations referred to previously, and wherein one 
may find the applicability of one of them to be 
preferable. 


When one is in quest of the surgical procedure 
which will provide the greatest assurance against 
recurrence of ulcer, certain physiologic processes 
must receive due consideration. All surgical pro- 
cedures for duodenal ulcer provide in theory at 
least and in fact in some, for the control of gas- 
tric acidity and gastric secretion, through either 
dilution, neutralization or quantitative reduction. 
In the conservative operations dilution and neu- 
tralization must be relied upon for the control of 
gastric acidity. Without bringing together the 
data at this time, it may be said that there is 
considerable evidence at hand to support the idea 
that dilution and neutralization of the acid in the 
gastric secretion is greatly enhanced if the duo- 
denal content is made available to the gastric 
content at or immediately below the level of its 
highest alkalinity, namely, the second and third 
portions of the duodenum, and also if the duo- 
denal content is made available to the gastric 
content for admixture through a downstream 
by-pass instead of through upstream regurgita- 
tion. Experience tends to support strongly the 
idea that if one wishes to employ a conservative 
operation whereby the duodenal ulcer may be ex- 
cised and the gastric acidity controlled through 
dilution and neutralization, prepyloric transection 
of the stomach with pylorectomy and resection of 
the ulcer-bearing portion of the duodenum, fol- 
lowed by low end-to-side gastroduodenostomy of 
Haberer affords maximum assurance against re- 
current ulcer insofar as conservative operations 
are concerned. The applicability of this opera- 
tion is not universal. 


Many factors have contributed to the necessity 
or advisability of utilizing partial gastrectomy in 
the treatment of the surgical duodenal ulcer. In 
performing partial gastrectomy many duodenal 
ulcers can be excised and the control of gastric 
acidity is materially enhanced not only through 
quantitative reduction of gastric secretion, but 
also through neutralization and dilution of gas- 
tric acidity by the alkaline jejunal content. In 
the quantitative reduction of gastric secretion by 
gastric resection two vital questions arise: (1) 
How much shall the gastric secretion and gastric 
acidity be quantitatively reduced? (2) How much 
of the stomach shall be removed to provide the de- 
sired reduction? To my knowledge no one has as 
yet provided an acceptable and satisfactory an- 
swer to either of these questions. These ques- 
tions, of course, have to do with the problem of 
recurrent ulcer following gastrectomy. It should 
be stated that an anastomotic or jejunal ulcer 
does develop in a small percentage of cases fol- 
lowing partial gastrectomy for duodenal ulcer. 
Heuer’s collective review of a large series of cases 
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disclosed that an anastomotic or jejunal ulcer 
followed partial gastrectomy in 0.6 to 6 per cent 
of the cases with an average incidence of 1.9 per 
cent. All manner of resections and the various 
methods of restoring gastro-intestinal continuity 
were included in this review. No analysis of the 
amount of stomach which was removed in rela- 
tion to the incidence of recurrent ulcer was pos- 
sible. 


The terms partial gastrectomy, subtotal gas- 
trectomy, and gastric resection imply removal of 
a circumferential portion of the stomach without 
indication or designation of the amount of stom- 
ach that is removed. Not until qualifying terms 
are universally adopted to designate the amount 
of stomach which is removed in the operation of 
partial gastrectomy can a common ground be es- 
tablished upon which one may engage in analyti- 
cal processes. I should suggest that removal of 
the pyloric half of the stomach be designated as 
hemigastrectomy and that the various other mag- 
nitudes of gastric resection be designated in terms 
of thirds, fourths, fifths, et cetera. 


Conflicting experimental work has _ brought 
much confusion, but out of it all certain funda- 
mentals have become firmly established. Since 
Heindenhain’s and Langley’s discoveries of the 
secretory nature of the gastric cells, the secretory 
mechanism of the gastric mucosa has been sub- 
jected to intensive investigation. While by this 
time the individual contribution to gastric secre- 
tion of each of the several types of cells compris- 
ing the gastric glands is pretty well understood, 
the mechanism by which the secretions are pro- 
duced remains mysterious. Bensley has recently 
stated, in substance, that next to nothing is 
known about the chemical processes which are 
incident to secretory activity, but enough is known 
to justify the presumption that a series of con- 
verging chemical processes are concerned in the 
preparation of the specific antecedent secretory 
materials contained within the cells of the gastric 
glands. 


Three types of glands are present in the stom- 
ach of man, and while they are spoken of as fun- 
dic, pyloric, and cardiac, each group is charac- 
terized by certain predominating cellular content 
and secretory product. Bensley recognized only 
two types of gastric glands; (1) the gastric glands 
proper which occupy the proximal two-thirds of 
the stomach and whose function in general is to 
produce the active elements of gastric secretion, 
and (2) the pyloric glands which occupy the dis- 
tal third of the stomach, and whose function is 
mainly the production of mucous. While in the 
main five different cells constitute the gastric 
glands, certain ones are predominant in each of 
the three divisions of the stomach. Whatever the 
mechanism may be by which hydrochloric acid is 
formed it is agreed that the parietal cells are 
largely concerned and that the degree of gastric 
acidity is dependent upon them. They are present 
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in all of the gastric glands, but are most numerous 
in the glands of the body and fundus of the stom- 
ach. Berger, in 1933, showed that in the normal 
stomach the parietal cells were most numerous, 
with quite consistent uniformity throughout the 
entire body of the stomach, and that the parietal 
cells were approximately 75 per cent, 50 per cent, 
and 1 per cent as numerous in the glands at the 
lesser curvature angle, at the cardia, and at the 
pyloric antrum respectively as in the glands of 
the body of the stomach. 


If one might presume that the preoperative de- 
gree of acidity could be reduced proportionately 
to the amount of parietal cell content of the 
stomach that is removed by resection it remains 
to determine what degree of postoperative acidity 
is commensurate with satisfactory gastric func- 
tion and minimum chance of an anastomotic or 
jejunal ulcer. This is only part of the problem. 
There are those who in their enthusiastic acclaim 
of partial gastrectomy have desired and attempted 
to produce anacidity through removal of three- 
fourths or four-fifths of the stomach. There is 
little to substantiate the idea that only through 
the production of anacidity may assurance be 
provided against recurrent ulcer. Furthermore, it 
is apparent that those who endorse high, exten- 
sive resection of the stomach for the relief of duo- 
denal ulcer have lost sight of the diluent and 
neutralizing effect of the jejunal content upon 
persisting gastric acidity afforded through gas- 
trojejunal anastomosis. 


It is my opinion that postoperative anacidity 
not only is not necessary to afford the maximum 
assurance against recurrent ulcer, but that it is 
highly undesirable. There is good reason to be- 
lieve that postoperative reduction to approximate- 
ly one-half of the preoperative degree of acidity 
provides a reasonable degree of assurance that an 
anastomotic or jejunal ulcer is a remote possi- 
bility. In performing a partial gastrectomy one 
should remain mindful of the fact that dilution 
and neutralization through gastrojejunal anasto- 
mosis operate in conjunction with quantitative 
reduction in the control of gastric acidity and 
gastric secretion. In accordance with this line of 
reasoning it has been our policy for the most part 
to confine the magnitude of partial gastrectomy 
for duodenal ulcer to resection of the pyloric third 
of the stomach including the lesser curvature an- 
gle and the ulcer-bearing portion of the duo- 
denum, resorting to hemigastrectomy only in 
those cases in which the total preoperative acid- 
ity approximates or exceeds 100. 


Through a judicious selection of the cases of 
duodenal ulcer in which it has seemed that by re- 
moving a part of the stomach the purposes of op- 
eration were best served, we have succeeded in 
reducing our own mortailty rate of gastric resec- 
tion during the past year to well within 5 per cent. 
Many factors contribute to the relative safety 
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with which gastric resection may be performed. 
The procedure from a technical standpoint may 
be one relatively easy of execution, when the op- 
eration is a primary one where all structures are 
free, or it may be exceedingly difficult when deal- 
ing with recurrent duodenal ulcer following a 
previous closure of an acute perforation or subse- 
quent to any one of the various pyloroplasty op- 
erations. A number of details in the postoperative 
management have contributed much to the re- 
duction of the mortality rate. The immediate 
postoperative institution of light suction drain- 
age of the stomach and maintained for a mini- 
mum period of forty-eight hours, preferably sev- 
enty-two hours, has proved of utmost value, and 
has decreased to a minimum the incidence of 
postoperative gastrojejunal dysfunction. 


In performing partial gastrectomy no single one 
of the alternative procedures for establishing 
gastro-intestinal continuity is applicable in all 
cases. Experience has proved that only rarely 
may one avail himself of a gastroduodenal anas- 
tomosis. The Billroth II method of gastrojejunal 
anastomosis and its various modifications has 
much to commend it. However, usually the pos- 
terior end-to-side restoration of gastro-intestinal 
continuity after the method of Polya is the one 
of choice. 


At the 1939 Congress of the American College 
of Surgeons in discussing the current methods in 
the managemnt of peptic ulcer I said, “it has 
been during the last few years only that I have 
subscribed to the idea of partial gastrectomy in 
duodenal ulcer and have employed the operation 
with increasing frequency, approximately 30 per 
cent of the cases, particularly in the hemorrhagic 
and penetrating ulcers.” Since that time we have 
performed partial gastrectomy in nearly one-half 
of the duodenal ulcers which we have operated 
upon. It seems to me that the rationale of partial 
gastrectomy is entirely sound in certain cases of 
duonedal ulcer and its complications, and that its 
employment in those cases in which excision of 
the ulcer is desirable will provide results not at- 
tainable by any other procedure. 


727 West 7th St. 


. In the last quarter of the nineteenth cen- 
tury medical men in Philadelphia were probably 
more active than any other group in the country. 
This was due in part to the existence in the city 
of several] flourishing medical schools, in part to the 
unique position occupied by the medical publishers 
of the city. That general pre-eminence does not 
exist any longer, due, I trust, to the fact that other 
cities have crept up on Philadelphia in activity and 
reputation and not to any slipping back of the city. 
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Spinal Cord Tumors 
P. M. BASSELL, M. D. 


B. N. BLANTON, M. D. | 


HIS discussion is entirely a clinical resume 
and no attempt at patholigic  classifi- 
cation will be attempted. It will be limited to 
neoplasms arising within the spinal cord, intra- 
medullary tumors and those arising from struc- 
tures immediately surrounding the cord, extra- 
medullary lesions. We shall also briefly discuss 
some of the diagnostic problems associated with 
extruded intervertebral disks with pressure on 
the cord or nerve roots that make up the cauda 
equina. The above lesions are thought to be rare 
only by those who have not been trained to search 
for them. Within the past ten years we have 
seen 78 cases at the Scott & White Clinic where 
the neurologic service has been comparatively a 
small one. If we compare this number with those 
seen a decade prior, we realize that all seen were 
not recognized. A suspicion must precede a defi- 
nite diagnosis and this suspicion must be aroused 
by a carefully elicited history. The fact that in 
our small series there were only seven intramedul- 
lary neoplasms and that all others offer such ex- 
cellent surgical results if diagnosed early that to 
overlook one is medical treason. There were 
twenty-one extruded disks in this group. 


SYMPTOMS 

The symptoms of spinal cord tumors may be 
divided into two groups, namely, sensory and mo- 
tor. The sensory symptoms may be further con- 
sidered as due to irritation of one or more nerve 
roots or due to cord pressure affecting the path- 
ways distal to the lesion. In well over eighty per 
cent of most large series of cases the first symp- 
tom is pain. In most of the extramedullary tu- 
mors root pain precedes all other symptoms. This 
symptom is of extreme diagnostic and localizing 
value when present and is often definitely char- 
acteristic. It is usually described as a severe, lan- 
cinating, neuralgic pain aggravated by coughing, 
sneezing, laughing, and one that usually awakes 
the patient after four to six hours sleep and is 
often alleviated by change of position. Frequent- 
ly these patients learn to sit up rather than to lie 
down at night and often assume bizarre positions 
during rest which they have found by experience 
lessens the discomfort. Any patient with a history 
of pain of this character deserves a very careful 
neurologic study. 

The second most common symptom is paresthe- 
sia. This symptom is due to disturbances of the 
conducting pathways distal to the lesion and is 
usually described as numbness, tingling, formica- 
tion, the sensation of heat or cold, and in fact 
each patient has his own individual descriptive 
terms for this particular type of discomfort. The 
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paresthesias are seldom of localizing value. This 
symptom is often the first one in intramedullary 
lesions and gradually progresses to the level of the 
lesion. This is the reason why the sensory level 
is seldom abrupt in intramedullary lesions, as is 
usually the case with the extramedullary ones. 

The third most common symptom is usually 
motor weakness. Motor disturbances occurred as 
the first symptom is only 8 per cent of the series 
of cases as reported by Bailey and Bucy. The mo- 
tor and sensory disturbances very seldom parallel 
each other and, as stated above, the sensory dis- 
turbances precede the motor in the vast majority 
of the cases. 

DIAGNOSIS 


After a carefully taken history we must proceed 
with a painstaking neurologic examination. In 
tumors that arise from the cord proximal to the 
conus, the deep reflexes below the site of the le- 
sion are usuallly exaggerated, the superficial re- 
flexes diminished or absent, and pathologic re- 
flexes such as Babinski, Gordon, Oppenheim, and 
Chattuck are often present and, if so, give un- 
doubted proof of a disturbance of the pyramidal 
cells or tracts. 

The sensory examination is of most import- 
ance, especially from the standpoint of localiza- 
tion. First, if root pain is present, the exact seg- 
ment involved should be carefully elicited. “Gir- 
dle pains” may afford an exact location, and in- 
quiry should also be made in regard to them. 
Then all forms of sensation should be carefully 
tested since the position of the tumor may cause 
a definite disassociation of sensation. These tests 
consist of carefully examining patient for pain, 
heat and cold, touch, vibratory sense, sense of po- 
sition of the extremities, and two point discrim- 
ination. The necessity for testing for all types of 
sensation arises from the fact that if the tumor 
is situated on the posterior aspect affecting the 
columns of Goll and Burdock vibratory sense and 
sense of position would be affected sooner than 
other types of sensations. If in the postero- 
lateral portion of the cord, pain, heat, and cold 
abnormalities and pyramidal tract signs would 
appear sooner. By way of emphasis, let us again 
say that the most important localizing finding is 
a sensory level. This level may be either sub- 
jective or objective; that is, the patient may sim- 
ply experience a diminution of sensation at a cer- 
tain level rather than its absence and if this is 
constant and the patient is cooperative and in- 
telligent the subjective level is of just as much 
importance as an objective one. 

The examination must be completed by testing 
the muscle strength, speed, gait and posture of 
the individual. A routine procedure in suspected 
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cases should be percussion of the spinous process- 
es as undue local tenderness may afford a lot of 
information. 

Sphincter loss in spinal cord tumors is usually 
a rather late symptom and only occurred in one- 
third of a group of cases reported by Adson of 
the Mayo Clinic. Here again minor subjective dif- 
ferences in the control of the vesicle or anal 
sphincters may be of definite significance. 

Lesions which arise from the conus of the spinal 
cord or affect the nerve roots distal to the cord, 
give rise to another group of symptoms and find- 
ings. The same type of tumors may arise at this 
level as affect the spinal cord proper, but the 
majority of lesions at this level are probably trau- 
matic and caused by extrusion of the cartilage 
with secondary pressure on the nerve roots. Of 
course extruded disks are by no means limited to 
this area. The symptoms are usually those of 
so-called sciatic pain and it is to differentiate 
them from sciatic neuralgia that is often quite 
confusing. Some of the important symptoms in 
the differential diagnosis is the fact that pains 
due to pressure on the nerve roots are usually 
aggravated by coughing and sneezing more than 
those of a sciatic neuralgia. Sciatic pains are 
practically never bilateral and a diagnosis of bi- 
lateral sciatic neuralgia is seldom, if ever, a jus- 
tifiable one. An examination of patients with 
pains in this area usually affords definite evidence 
for the differential diagnosis. The tests that we 
have found of considerable importance in giving 
us a clue is by bending the head forward or by 
jugular pressure, such as is made when testing for 
spinal block, increases the pain when due to pres- 
sure on the nerve roots much more than in the 
simple sciatic type of pain. These patients should 
be carefully tested for peri-anal or saddle-shaped 
anesthesia and when an area of anesthesia is 
found in the peri-anal region, we can eliminate 
sciatic neuralgia as its cause. The reflexes should 
be carefully checked and an absence of the ham- 
string or Achilles on one side is marked evidence 
in favor of pressure on the nerve roots. Lesions 
such as those described above will be found in the 
exact proportion that they are looked for. 

DIAGNOSTIC AIDS 

The history and neurological tests in spinal le- 
sions are still often not conclusive and further ex- 
aminations must be carried on in the form of 
special tests; these tests consisting of careful 
X-ray examinations of the spine, spinal punc- 
tures, and the use of radiopaque oils such as lipio- 
dol. The x-ray examination is of extreme value 
in ruling out metastatic lesions, marked arthritis, 
and in a considerable number of cases can demon- 
strate the exact location of the lesion. This ex- 
amination, to be of value, must be expertly in- 
terpreted. Erosion of the pedicle, lamina and 
spinous processes are thought to be of more value 
than erosion of the bodies of the vertebrae and 
this fact seems to be conclusively demonstrated by 
Camp and his co-workers of the Mayo Clinic. 
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Pedicle and spinous process changes have proved 
of little value in our group although they have 
been carefully sought. The x-ray should consist 
of antero-posterior view, a lateral view and care- 
ful stereoscopic views of the exact portion of the 
spinal column where the lesion is suspected. 

Probably the second most valuable procedure 
is that of spinal punctures. The spinal puncture 
needle should be introduced below the suspected 
site of the lesion and the pressure tested by a wa- 
ter monometer. After initial readings have been 
made, pressure over the jugular veins should be 
made and response to jugular pressure carefully 
noted. This test is known as the Queckenstedt. 
The laboratory study of this fluid should consist of 
the estimation of total protein as well as a careful 
cell count and serologic study if indicated. A total 
protein of forty mgms. per cent or more is cer- 
tainly indicative of a block in the absence of evi- 
dence of an inflammatory reaction. Only three 
cases of our group showed the xanthochromic 
fluid described by Froin. Spinal puncture may of- 
ten afford an exact location, especially in lesions 
affecting the cauda equina as by going in between 
the fifth lumbar and the sacrum, we can often 
demonstrate a block; and by repeating the punc- 
ture one interspace higher we can often get above 
the block affording us an exact localizing sign. 
Not infrequently in lesions in this area the spinal 
puncture needle is introduced directly into the 
tumor and an exact reproduction of the patient’s 
pain without obtaining fluid often localizes the 
lesion for us immediately. 

The third procedure is that of the use of radi- 
opaque oils. We are of the opinion that this test 
should be one of corroboration and localization 
and only in rare instances should be a diagnostic 
procedure. In other words, after the diagnosis has 
been made this test may be of value to corrob- 
orate the diagnosis and to afford exact evidence 
of the location of the lesion. It is of most value 
in lesions affecting the distal portion of the spinal 
cord and the cauda equina. Since the spinal cord 
ends at the upper portion of the first lumbar ver- 
tebrae, lesions affecting the nerve root distal to 
this location often afford no localizing clue. We 
inject from 3 to 5 cc. of lipiodol and this is care- 
fully observed on the tilting table by fluoroscope. 
The patient should be examined while lying on 
his abdomen, turned to his back and also in the 
oblique positions. Corroborative films should also 
be made. 

Lipiodol often affords us a definite clue as to 
the type of lesion with which we are dealing, that 
is as to whether it is an intramedullary or an ex- 
tramedullary lesion. It is also of value as to 
whether it is an intramedullary or an extramedul- 
lary lesion. It is also of value as to whether the 
tumor is intra or extradural. 

We prefer not to use lipiodol except in antici- 
pated surgery as we often get a mild meningeal 
irritation from it and areas of localized encysted 
lesions have been reported although we have not 
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observed this in our experience and have been 
using it since 1927. 


Scott and White Clinic. 

Discussion: Dr. D. F. Monaco, Gallup. 

Dr. Bassel is to be congratulated for his excel- 
lent presentation of such a difficult subject in the 
short time allotted him. 

There is no doubt that many cases of spinal 
tumors are not recognized early enough and these 
cases are probably first seen by the general prac- 
titioner. As the doctor has ably put it, a care- 
fully elicited history arouses a suspicion and the 
suspicion precedes a definite diagnosis; but to 
say that overlooking an early case is medical 
treason is putting it rather strong. 

I would like to modify that statement a little. 
I often wonder if the specialist ever stops to real- 
ize how much is expected of the average practi- 
tioner—who is supposed to early diagnose every 
thing under the sun. I believe that the medical 
treason should apply to the well experienced who 
muffs the early case. On the other hand the 
practitioner shotld be encouraged to summon 
adequate consultation. I believe that at every 
opportunity the physician should be reminded 
about careful history taking and more attention 
paid to teaching him the correct method of his- 
tory taking. 

All tumors of the spinal cord or membranes 
that compress the cord fall in a single clinical 
group which can be differentiated only after a 
complete study. They include gummas, tubercles, 
parasitic cysts and neoplasms. 

The spinal tumors are chiefly sarcomas, of which 
a considerable proportion are extradural. 

Severe trauma has appeared to be a direct ex- 
citing cause of spinal cord tumors. Some authors 
have reported cases in which severe injury capable 
of reaching the meninges was followed by symp- 
toms continuing until the existence of a tumor at 
the injured point was established. 

In many instances symptoms proved to result 
from tubercle, gumma, or echinococcus cyst, have 
followed immediately or soon after trauma. 

It therefore appears that trauma may be the 
direct exciting factor, or may accelerate the 
growth, or reveal or intensify the symptoms of 
spinal tumors, or may have no connection what- 
ever with an accidentally associated lesion. 

Some of the main conclusions from various 
data are as follows: Solitary sarcoma occurs 
chiefly in young adults between 20 and 40 years. 
Diffuse sarcomas are practically limited to chil- 
dren or young adults. Gliomas are well distribut- 
ed in the age periods. Among the extremes are 
Andersechs Sarcoma of the cord in a newborn 
infant, and Duesberg’s Angiosarcoma in a man 
of 79 years, 

Great majority of lipomas occur in children 
under 5 years. Neuro fibromas occur at all ages. 

In children under 10 years a spinal cord tumor 
is, in order of frequency: 

1. A solitary Tubercle. 
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2. Diffuse or unfavorable form of sarcoma. 

3. Rarely—a lipoma. 

After 40 years the benign tumors and favor- 
able forms of circumscribed sarcomas are more 
frequent. Tubercle is distributed over all periods 
but gummas are rare before 30 years. 

As a guide to the surgical treatment of spinal 
tumors an elaborate analysis of the symptoms has 
been required. 

Bruns formulated the law that root pains 
should be referred to the segment from which the 
root arises, and not to pressure on the root in its 
intraspinal course. They may persist for years 
before medullary symptoms appear. They are 
usually very severe and persistent, continue for a 
long period of time, especially in extra dural 
growths but may eventually disappear when nerve 
trunks are destroyed. Widely disseminated pains 
point to a medullary lesion. 

A zone of hypersthesia extending somewhat 
above the tumor is often present in both menin- 
geal and medullary growths. Vertebral symp- 
toms, pains and tenderness, are more character- 
istic of vertebral than of cord tumors but may be 
present in both. Girdle sensations have little lo- 
calizing value, and Hunt finds the root symptoms 
more reliable than loca] tenderness. 

Motor pareses appear later than the pains, and 
a more extensive lesion involving two or three 
roots is required before paralysis occurs. Painful 
cramps may denote the onset of anterior root or 
horn lesions. Brown Sequard’s paralysis continu- 
ing for a limited period only, may result from uni- 
lateral pressure, and is rather more frequently in 
extra medullary tumors, especially in the dorsal 
region, yet it occurs also with intra medullary 
growths. The location of the tumor is generally 
found to be 2-4 inches above the level of anes- 
thesia and pareses may be due not to root pres- 
sure but to compression of cord well below the 
roots adjacent to the tumor. 

A very important point brought out by Dr. 
Bassel is the fact that root pain precedes all other 
symptoms and is aggravated by coughing, sneez- 
ing, laughing and often alleviated by change of 
position. He has also covered very nicely the two 
groups of symptoms and the tests necessary to 
give the proper clues. 

I would like to say a word about the duration 
of spinal tumors. The malignant vertebral tu- 
mors are the most rapid. The extremes for tumors 
diagnosed as Sarcomas vary from 1 month to 25 
years. A tumor of more than three years duration 
is usually considered intra dural. The slowest 
courses are those of benign Fibroma (31 to 38 
months). The diffuse Sarcomas may clinically 
resemble meningitis. Tubercle and gummas pro- 
gress slowly, usually 4 to 6 years. 

I have purposely omitted saying anything about 
extruded intervertebral disks, which discussion I 
shall take up following the paper on “Low Back 
Pain’”’. 

I again wish to commend Dr. Bassel for his ex- 
cellent presentation. 


Newer Aspects of Low Back Pain 


LOUIS W. BRECK, M. D. 
El Paso, Texas 


CONSIDERATION of primary importance in 
connection with the subject of pain in the 
lower part of the back is the fact that there are 
many causes for pain in this area. Most cases of 
low back pain are due, however, to lesions of the 


lumbo-sacral joint or lesions of the sacro-iliac 
joint, the former being far the more common. 
Before making a final diagnosis one must rule 
out positively the more serious lesions such as 
tuberculosis of the spine, pyogenic infections of 
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the vertebrae, arthritis deformans, neoplasms of 
the spine, and spinal cord tumors. Backache due 
to gynecological causes must also be ruled out 
but it has characteristics which make it relatively 
easy to diagnose. The present discussion will be 
devoted almost exclusively to the matter of 
lumbo-sacral and sacro-iliac lesions and not those 
more serious ones just referred to. 


DIFFERENTIAL DIAGNOSIS 

Lesions of the lumbo-sacral and _ sacro-iliac 
joints can usually be told apart fairly easily by 
several differential points. The pain and tender- 
ness are over the affected joint, which is of great 
help. Another important differential sign is the 
Gaenslen test which is done as follows. One leg 
is placed with the hip and knee flexed and is held 
in this position by the patient while the hip and 
knee on the opposite sire are hyperextended by 
the examiner by placing the patient’s buttock 
partly off the table or bed and holding the pa- 
tient in such a manner that the leg can be hyper- 
extended without the patient’s falling off the ta- 
ble. This sign is practically always positive in le- 
sions of the sacro-iliac joint and practically nev- 
er so in lesions of the lumbo-sacral joint. In do- 
ing the test regardless of which side is flexed and 
which side hyperextended the pain will be referred 
to the affected side. The straight leg raising or 
Lesegue sign is of little value in making a differ- 
ential diagnosis for it is frequently positive in le- 
sions of both areas. Flexion of the lumbar spine 
is much more limited in lumbo-sacral lesions than 
in sacro-iliac lesions. Affections of either area 
may be accompanied by sciatica and this is not of 
much help as a differential point. Positive x-ray 
findings as will be described later are very valu- 
able in making the differential diagnosis. 


LUMBO-SACRAL LESIONS 

Lesions of the lumbo-sacral joint are of several 
types and are of varying degrees of severity. A 
simple wrench of the muscles of the back due to a 
mild strain or a pain in the muscles of the back 
due to over-exertion from stooping or other occu- 
pation requiring an excessive amount of muscu- 
lar exercise in this area will produce a backache 
of the type which all of us have experienced and 
which usually lasts a few days and goes away. 
This is not a severe backache and ordinarily will 
not bring a patient to a doctor. However, a fair- 
ly severe wrench envolving the muscles or the 
ligaments may occur which will disable the pa- 
tient a few days and then go ahead and clear up. 

DOWNWARD SUBLUXATION OF THE 
FIFTH LUMBAR ON THE SACRUM 

A very important lesion has been described re- 
cently which is of great significance and on which 
great emphasis should be placed as it is a very 
common cause of severe pain in the lower back. 
This is a downward subluxation of the fifth lum- 
bar vertebra on the sacrum. This lesion may be 
seen also as a downward subluxation of the fourth 
lumbar vertebra on the fifth but this is much less 
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luxation of the fifth lumbar vertebra on the sacrum, narrow- 
ing of the joint posteriorly and a decrease in the size of 
the foramen for the spinal nerve root, as compared to the 
foramen between the fourth and fifth lumbar. 
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common. This should not be confused with a 
spondylolisthesis in which one vertebra slides for- 
ward on another but is instead a downward sub- 
luxation of the facets of the fifth lumbar (at the 
zygapophyseal joints) downward on the uppei 
facets of the sacrum with an over-riding of the 
two facets. Spondylolisthesis has been recognized 
for some time whereas the downward subluxation 
above described has only relatively recently been 
described and its significance pointed out by Pau! 
Williams. In order: for this to occur the posterior 
portion of the intervertebral disc must neces- 
sarily be narrowed and this may be caused by an 
acute injury or it may come on as a gradual set- 
tling down of the posterior part of the fifth lum- 
bar vertebra on the sacrum. In either case a small 
amount of the disc may protrude posteriorly but 
is not the primary cause of the symptoms. The 
cause of the symptoms is the irritation around the 
joint (facets) and there may be an accompany- 
ing sciatica due to the narrowing of the foramen 
for the spinal nerve and compression or irrita- 
tion of the nerve root itself. The illustration 
(figure one) shows the over-riding of the lumbo- 
sacral facets, posterior narrowing of the lumbo- 
sacral interspace and a diminution in size of the 
foramen for the nerve root as compared with the 
one above. 

The symptoms caused by downward subluxa- 
tion of the fifth lumbar vertebra on the sacrum 
are usually typical. In the first attack the patient 
experiences a sudden severe catch in his back ac- 
companied by localized pain of considerable se- 
verity described often as burning in character. 


\ 


FIGURE ONE: Lumbo-sacral joint showing downward sub- 
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The pain comes on immediately following some 
twisting or lifting motion usually. It may not be 
so very severe at first but in the course of a few 
hours gets worse. The pain continues for a vari- 
able time from days to weeks and gradually dis- 
appears. Recurrent attacks of pain of this same 
type are characteristic of the syndrome. A very 
significant fact is the rather common appear- 
ance of sciatica as an accompanying finding. In 
some cases the backache may have diminished 
down to the point where the sciatica is much the 
most prominent symptom and there may be some 
confusion as to whether or not it is a true pri- 
mary sciatic neuritis. The latter is rare and most 
cases of sciatica are due to lesions in the lumbo- 
sacral area. There is tenderness over the lumbo- 
sacral joint on one or both sides about three- 
quarters of an inch from the spinous process and 
low down. The tenderness is usually only slight 
or moderate in amount but may be severe. There 
is limitation of flexion of the back and there may 
be a lateral twist of the spine (so-called list or 
sciatic scoliosis) in which the spine is curved to 
one side temporarily or for the duration of the 
pain in the lower back. The straight leg raising 
test is limited and often to a considerable extent. 
Neurological examination of the extremities will 
often reveal an inequality of the knee jerks and 
ankle jerks and sometimes diminution of skin 
sensation on the affected side due to the nerve 
root compression. 

The x-ray is of great value in making a diag- 
nosis of this condition for the lateral view char- 
acteristically shows a narrowing of the inter- 
space between the body of the fifth lumbar verte- 
bra and sacrum posteriorly as shown in figure 
two. Special antero-posterior x-rays are made at 
an angle with the direction of the x-ray through 
the lumbo-sacral interspace rather than straight 


FIGURE TWO: Lateral x-ray of the lumbo-sacral joint 
==. the narrowing of the interspace posteriorly (re- 
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FIGURE THREE: Antero-posterior x-ray of the lumbo- 
sacral joint taken at an angle in the saggital plane, showing 
the facets over-riding (retouched). 


anterio-posterior. An x-ray made in this manner 
shows the relation of the facets of the fifth lum- 
bar vertebra and the sacrum clearly and will 
demonstrate the facets of the fifth lumbar sub- 
luxated downward on the sacrum. Figure three 
shows this quite clearly. The lesion is usually bi- 
lateral but may occasionally be uni-lateral. 


The treatment varies with the severity of the 
symptoms and the length of time they have been 
present. In acute cases rest in bed for one to 
three weeks is desirable. The patient is put into 
bed in a flexed position, and a hospital bed with 
a back rest and a knee support is ideal. If this 
cannot be obtained a substitute may be arranged 
with a chair for a back rest and many pillows 
under the knees. Postural exercises to strengthen 
the muscles which flatten the lower back are 
begun at once in bed and continued after the pa- 
tient is up. The exercises are done in bed or on 
a hard surface such as a padded floor. The first 
consists of lifting the buttocks up off the surface 
of the bed with the knees flexed and the second 
flexing the knees up on the abdomen as much as 
possible by grabbing them and pulling them forc- 
ibly toward the body. The third is done standing 
against a wall and in it the patient practices 
rolling his pelvis forward and upward in such a 
manner that he flattens his lumbar spine against 
the wall. These exercises are begun gradually 
and gradually increased to twenty-five times 
twice a day which is kept up for a period of at 
least four weeks and longer if the patient has any 
symptoms. On the slightest recurrence of symp- 
toms the exercises are restarted and are kept up 
until he is symptom free. 

If the patient does not respond to conservative 
treatment he should be placed in a cast in a flexed 
position which is done by having him stand bent 
over a table and resting upon it, with the lumbar 
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and lower thoracic spine flexed well while the 
cast is applied. A brace may be used to keep his 
back in this position but this is not always prac- 
ticable as the brace is somewhat difficult to make 
unless there is a good brace maker handy. If all 
else fails and the patient continues to have se- 
vere symptoms a fusion operation should be done 
on the spine in the affected area and at the same 
time the bone should be removed from around the 
foramen to relieve the compression of the nerve 
root. Usually the third, fourth, and fifth lumbar 
are fused to the sacrum. This operation is a rath- 
er radical procedure and should be avoided if 
possible in industrial cases as it is usually very 
difficult to get the patient back to work after a 
spine fusion operation. Usually, however, the 
prognosis is good. 
PROTRUDED INTERVERTEBRAL DISC 

No discussion of the lesions of the lumbo-sacral 
spine would be complete without at least mention- 
ing protruded intervertebral discs and hypertro- 
phy of the ligamentum flavum as a cause of low 
back pain and sciatica. Unfortunately these cases 
resemble very closely those of downward sublux- 
ation of the fifth lumbar on the sacrum but may 
be distinguished by the fact that they do not im- 
prove under conservative treatment and positive 
neurological findings are much more common. 
When such a case is suspected a diagnosis may 
usually be made by doing an air injection and 
making x-rays (air spinograms). With the patient 
on a tilting x-ray table about 40 c.c. of spinal 
fluid are removed and a similar amount of air 
injected with the patient placed head downward 
at an angle of 30 or 40 degrees to keep the air in 
the sacral end of the spinal canal. Antero- 
posterior and lateral stereo x-rays are made 
which in at least 75% of the cases will show the 
outline of the dura very plainly and a positive di- 
agnosis of the presence or absence of a protrud- 
ed intervertebral disc (or hypertrophy ligamentum 
flavum) may be made. This is fortunately a rela- 
tively rare condition and unfortunately a surgi- 
cal one as removal of the offending disc is the 
only thing which will assure permanent relief. 
Here again these patients constitute a difficult 
situation if the case is an industrial one, for fol- 
lowing the operation it is not easy to get them 
back to hard labor. 
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SACRO-ILIAC LESIONS 


Of the lesions of the sacro-iliac joint a sprain 
is the most common. The old conception of the 
sacro-iliac joint slipping has changed for the 
joint is capable of very little motion. What does 
happen is that the ligaments around the joint are 
sprained or strained and produce pain for the 
length of time which it takes them to get well. 
Simple rest in bed is usually the best method 
treatment for these lesions and if they are mild 
sometimes this is not even required. The progno- 
sis in this condition is ordinarily good but it is 
occasionally necessary to immobilize the patient 
in a cast or even do a fusion operation if all else 
fails to relieve the symptoms. Fortunately severe 
and lasting lesions of the sacro-iliac joint are 
uncommon. 

CONCLUSION 

In conclusion it should be Said that painful le- 
sions of the lower back rather sharply divide 
themselves into those which are severe and those 
which are not. The treatment for the mild lesions 
is usually simple and consists chiefly of rest, bed 
rest sometimes being necessary. The use of heat 
in all lesions both severe and mild is to be en- 
couraged for it relieves the pain and hastens re- 
covery. In those lesions of the lower back in 
which there is a good deal of pain and disability 
it is very important to make an accurate diagno- 
sis and institute appropriate treatment. Many of 
these cases are a downward subluxation of the 
fifth lumbar vertebra on the sacrum and proper 
treatment will in most cases produce relief of 
symptoms. 


Roberts Banner Bide. 
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The Problem of Tuberculosis in New Mexico 


WALTER I. WERNER, M. D. 
Albuquerque, New Mexico 


HE development of New Mexico in the past 

fifty years has been centered about the ebb 

and flow of the health seeker. Many of them, 

having made a cure of their tuberculosis, have re- 

mained here, raised families, and become estab- 
lished in some occupation or business. 


*This study was made through the cooperation of the May- 
tag Research Laboratory with the New Mexico Bureau of 
Public Health and the New Mexico Tuberculosis Association. 


For many years tuberculosis has been recog- 
nized as a highly infectious, communicable dis- 
ease being transmitted through direct contact of 
one person with another. Throughout the United 
States, there has been a marked decline of the 
mortality rate of tuberculosis, so that, in the reg- 
istered area of the country the death rate is about 
one-eighth of what it was forty years ago. This 
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decline has been most marked in states where 
campaigns have been carried on to prevent ex- 
posure by early recognition of the disease and 
isolation of the positive sputum cases. In New 
Mexico the number of deaths from tuberculosis 
has decreased from 191.3 in 1929 to 91.2 per 100,- 
000 population in 1939. This mortality rate is 
still almost three times higher than that for the 
country at large. 

The mortality rate of pulmonary tuberculosis 
in the Southwest is said to be excessively high, 
because of the large number of non-residents, 
who have migrated here for the purpose of seek- 
ing health. The numerical decline in New Mexico 
cannot well be explained by any measures which 
aim at prevention of infection. 

Pulmonary tuberculosis is a universally dis- 
tributed communicable disease, in which infection 
has a definite relationship to mortality. Tubercu- 
lin testing done in New Mexico over a period of 
five years, reveals a high percentage of tubercu- 
losis infection. The incidence of tuberculous in- 
fection among Anglo and Spanish American is 
practically the same in the different age groups, 
and after the age of 24 has been reached, tuber- 
culinization of the population is almost universal. 

In view of the high rate of infection, and be- 
cause the death rate from tuberculosis is the best 
figure obtainable for determining the force of 
tuberculosis in a community, an analysis of the 
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tuberculosis mortality for 1935-1939 inclusive was 
made. Special consideration was given to the ef- 
fect upon the mortality rate by non-residents and 
natives in the different age and sex groups. The 
object of this study is to determine, whether the 
decrease of the tuberculosis death date in New 
Mexico is apparent or real. 

The population of New Mexico exclusive of In- 
dians (394,863) is mostly (52.5%) made up of the 
descendants of the Spanish conquistadors. The 
remaining 46.5% are of European descent, largely 
Nordic. 1% are Negroes. In this paper, these two 
groups are referred to in the local expression of 
“Spanish American” and “Anglo”. Both Anglos 
(as the term has been explained) and Spanish 
may be native to New Mexico. In general the 
Spanish Americans have descended from those 
who have occupied the Southwest for centuries, 
and Spanish people predominate among those who 
are native. The non-native group is made up of 
those who have come to New Mexico (a) in search 
of health or (b) for business reasons. Over the 
five year period studied, there were 2161 deaths 
from all forms of tuberculosis, i.e. 1249 in non- 
residents and 912 in natives. The number of 
deaths from tuberculosis among Negroes is so 
small that it is not considered in this discussion. 
There were only 19 deaths in the group of native 
born Negroes and 89 in the non-resident group. 

Table I. shows that the mortality rate is only 
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15.6% higher in the non-resident than in the na- 
tive group, with evidence of a decrease in the for- 
mer and a rise in the latter. The decline of the 
death rate in the number of migratory health 
seekers is due to the fact that with every year few- 
er of them have come here. 


TABLE I. 
TUBERCULOSIS DEATHS IN NEW MEXICO 
ALL FORMS AMONG NATIVE AND NON-NATIVE 
POPULATION 1935-1939 


Year Deaths Percent Deaths Percent Deaths Percent 
192 41. 74 58.8 466 100 
199 44.2 251 55.8 450 100 
199 41.5 279 58.5 478 100 
51 38.4 242 61.6 393 100 
171 45.7 203 54.3 374 100 
912 42.4 1249 57.8 2161 100 


Of the 1249 tuberculosis deaths in the non-resi- 
dent group 40% died in less than one year after 
their arrival. 

The problem of tuberculosis control in the State 
of New Mexico is a difficult one, because little or 
no provision is made for either the native or for 
the non-resident tuberculous sick. Half of this 
group are married and bring their dependents 
with them. Many try to establish homes, live in 
auto courts or cheap convalescing homes. The 
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great majority are far advanced cases, who can- 
not afford the benefits of proper sanatoria and 
medical care. They try to make the cure on their 
feet, and sow the seeds of infection most abundant- 
ly on a very fertile soil. 


Of the 912 deaths in the native population, 
68.6% were Spanish American, 29.3% Anglos and 
2.1% Negroes. The ratio of deaths in this group 
is 1 Anglo to 2.3 Spanish Americans. The mor- 
tality in the Spanish American female is very 
high, as shown in Chart I. 


For each tuberculosis death in the native pop- 
ulation, there are five cases in the community. 
These people represent the low wage group, with 
poor housing conditions and marked over-crowd- 
ing. Fifty-eight per cent are married and usually 
have large families. The incidence of tuberculous 
infection and the disease of tuberculosis is low 
among the Spanish Americans until they come 
into the cities and large villages, selected for res- 
idence by the health seekers from other states. 
Many work as domestics, and often the hazard of 
exposure to tuberculosis with massive infection 
is great. 
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TABLE II. 
TUBERCULOSIS DEATHS ALL FORMS ORIGINATING IN NEW MEXICO 1935-1939 
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Year —— Anglo——_ -————Spanish 
Total Total 
: F % M % % F % M % % No. % 
1935... 30 158 42 21.9 37.7 57 296 62 32.2 0 0 5 192 100 
41 20.7 34.7 80 402 48 241 1 199 
23.8 271 37.1 3 15 199 100 
1938. «12 22 #148 «#4268 37 4731.1 7 #45 6.1 151 100 
1939. 15 3 #17 32 171 100 
Total... 108 + 11.9 159 174 293 339 372 285 31.4 .6 4 16 21 912 100 
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When one member of a family develops tuber- 
culosis with cavitation, the disease can spread 
rapidly through a household. In the native group 
mortality from generalized tuberculosis is 10.5%, 
which is high when compared with the mortality 
for the entire country. The problem is not one 
of resistance or immunity, but a socio-economic 
one, in which poverty plays a heavy role. From 
these family foci or tuberculosis, massive and re- 
peated spread of the organism does occur, and 
keeps the disease constantly on the increase. 
DISCUSSION 

The data presented shows that the control of 
tuberculosis in New Mexico is a public health 
problem of major importance. If further reduc- 
tion in the incidence of tuberculosis in New Mex- 
ict is to be brought about, a program of early 
recognition of the disease and adequate hospital- 
ization and medical care for the natives and non- 
residents must be carried out. 

The statistics were obtained from the Hollerth 
system of punch cards. Unfortunately this sys- 
tem of tabulation was only started in 1935. The 


SOUTHWESTERN MEDICINE 


December, 1940 


data collected over this five year period reveals 
that 42.4% of the deaths resulted from tubercu- 
losis originated in New Mexico, 57.6% of the 
deaths were from cases contracted outside of the 
state. It is apparent that the number of deaths 
from tuberculosis originating in the state, espe- 
cially among the native population, is high and 
increasing. 

With the defense program of the nation under 
way no conscript from New Mexico should there- 
fore be accepted into the army without at least 
a fluoroscopic examination or better yet, tuber- 
culin testing and chest x-rays of the positive re- 
actors. 

CONCLUSION 

The data presented shows that the incidence of 
tuberculosis originating in the state is increasing. 
The decrease in the mortality rate from tubercu- 
losis in New Mexico from 191.3 in 1929 to 91.2 per 
100,000 population in 1939 is only apparent and 
not real. 


Southwestern Presbyterian Sanatorium 


Report of Severe Reaction Following Use of “Monolate” 
as a Sclerosing Solution 


HOWARD D. COGSWELL, M. D. 
CHARLES A. THOMAS, M. D. 
Tucson, Arizona 


HUS far no perfect sclerosing solution has 
been developed for the treatment of varicose 
veins by injection. Reactions have been reported 
following the use of every known sclerosing agent. 
Sodium salicylate, solutions of sodium chloride, 
quinine, and invert sugars have been shown to 
produce reactions of more or less severity.’**‘ 
Sodium morrhuate, one of the newer solutions, is 
a mixture of saponified fatty acids of cod liver 
oil and has been shown to be a very effective 
sclerosing agent. There have been, however, se- 
vere and even fatal reactions reported following 
the injection of this drug.°°* This has been 
thought to be probably due to an anaphylaxis, as 
result of an acquired sensitivity to the cod liver 
protein radical present in the substance.’ For this 
reason attempts have been made to develop a 
sclerosing substance free from nitrogenous im- 
purities to eliminate allergens. As a result mono- 
ethanalamine oleate (monolate) was developed. 
This is a soap of monoethanolamine and oleic 
acid, made of synthesized chemicals and theoret- 
ically eliminates all nitrogenous materials. Early 
reports regarding experimental and clinical use 
of this drug have been encouraging. Glasser* re- 
ported 550 injections without an allergic reaction. 
Meyer’ gave 345 injections and states “There were 
no cases of sloughs or any evidence of allergic 
reactions.” 
Judging from these reports it appears that 
monolate is a safe drug to use as a sclerosing so- 
lution. During the past year two reactions have 


been reported in the literature following the use 
of monolate. One a “bad reaction’”’ and one, a 
fatal reaction”. In both of these cases sodium 
morrhuate had been injected intravenously over 
a period of several months before monolate had 
been used. For this reason it might appear that 
the reactions manifested may have been due 
wholly, or in part, to a sensitivity developed by 
sodium morrhuate. This may have been a factor 
in these cases but in the following case no so- 
dium morrhuate had been previously given. 


CASE REPORT 


Mrs. R. G., a ranch woman, age 64, was first 
seen on January 3, 1940, complaining of a pain- 
ful ulcer on the medial surface of her right low- 
er leg. She stated that the ulcer had been present 
intermittently for the past four years. An ecze- 
matoid lesion had occasionally been present sev- 
eral years previous to the appearance of ulcer. 
Similar eczematoid lesions were intermittently 
present on her forehead, both wrists, and the 
tibial surface of the left leg. The patient had 
never had asthma, hay fever, or urticaria. Ex- 
amination showed extensive varicosities of the 
right leg; and small varicosities were present in 
the left leg. A double positive Trendelenberg test, 
a normal Perthes test, and a normal peripheral 
arterial circulation was present in the right low- 
er extremity. A marked cellulitis was present 
surrounding the ulcer and for this reason it was 
deemed advisable to institute conservative treat- 
ment. A rubber sponge was placed over the ulcer 
and was compressed with an “ace” bandage. The 
patient was advised to elevate the affected leg 
as much as possible while at home. She lived on 
a ranch 140 miles from Tucson so it was difficult 


= 
: 
ie 


F 


December, 1940 


for her to appear at the clinic at regular inter- 
vals. She was again seen on January 20th at 
which time the ulcer had healed. At this time a 
mild eczematoid lesion was noted extending over 
the tibial surface of the right leg. This was weep- 
ing but little. The patient was admitted to the 
hospital on January 29th at which time a ligation 
and an injection of three c.c. monolate of the long 
saphenous vein was done. A firm thrombus of 
the vein resulted. She was again seen in the of- 
fice on February 3rd at which time two ccs. mono- 
late were injected into vaircosities of the lower 
right leg with no reaction. Two ccs. were again 
injected on February 7, 1940 and the patient was 
instructed to return in five to six days for further 
treatment. Her next appearance was on Febru- 
ary 17, 1940, an interval of ten days. She stated 
that due to the distance she had to travel it had 
been impossible to return when requested. On 
this day three ccs. of monolate was injected with- 
out an immediate reaction. An appointment was 
given for her to return in the next five to six 
days, but she was unable to appear until March 
1st, an interval of twelve days. Another two ccs. 
of monolate were injected without an immediate 
reaction and she left the clinic about fifteen min- 
utes following the injection. Approximately twen- 
ty minutes after her departure the patient was 
rushed back into the office carried by two of her 
relatives. She was extremely dyspneic. Her eye- 
lids were almost completely closed due to an urti- 
caria which extended over the entire face. She 
was cyanotic, unable to support herself, and com- 
plained of extreme weakness and itching of her 
entire body. Her pulse was slow and weak. Her 
blood pressure was not taken at this time. She 
was immediately placed in bed and given ten 
mms. of 1:1000 epinepherine hydrochloride. 
About ten minutes following this medication her 
symptoms were slightly improved and percursory 
examination revealed that a general urticaria in- 
volving at least ninety per cent of her body was 
present. Her pulse was 110 and her blood pres- 
sure was 105/60 (patient previously had been 
treated for a hypertensive cardiorenal vascular 
disease and usually had a blood pressure of 
175/120 to 185/125). The epinepherine hydro- 
chloride was repeated fifteen minutes after the 
first dose and the patient was observed in the 
clinic for a period of three hours. At the end of 
this time her cyanosis had disappeared, her urti- 
caria was diminished at least fifty per cent and 
the blood pressure had mounted to 150/100. The 
dyspnea which had ben asthmatic in type abated 
in about one-half hour after last administration 
of epinepherine hydrochloride. On questioning 
the patient she stated that she had been dyspneic 
and developed a mild urticaria following her in- 
jection on February 17, 1940. It was on error on 
our part not to have learned of this before giving 
the last injection of monolate. 

The patient was again seen on March 21, 1940 
at which time she stated that the “itching and 
swelling” had persisted to an irritating degree for 
four days following the reaction. There were a 
few small varicosities remaining, but the patient 
and ourselves were well satisfied to leave them 
unmolested by further injections. 

COMMENT 

In spite of the fact that nitrogenous substanc- 
es are not present in monolate the above case 
showed obvious signs of severe anaphylactic re- 
action. We believe that this was due to a “drug 
allergy” as described by Sulzberger”. This is not 
an unusual form of allergy as such reactions are 


seen in certain individuals after the ingestion of 
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such usually innocuous drugs as aspirin, quinine, 
pheonl-sulphonthalein, etc. It is reasonable to 
assume that the patient became sensitized to one 
of the chemicals used in the preparation of mon- 
olate, Due to the prolonged intervals between 
her treatments ample time was afforded for a 
drug sensitivity to develop. The reaction was of 
enough severity to cause us great concern and 
possibly could have been fatal if epinepherine had 
not been administered immediately. We have not 
discontinued the use of monolate as a sclerosing 
solution but are now much more cautious in its 
use. Before its administration we now: 1. De- 
termine whether or not the individual has a his- 
tory of allergic diseases, i.e.: hay fever, asthma, 
eczema, etc. 2. Determine if there has been a 
previous intravenous injection of sodium morrhu- 
ate or monolate. 3. Give a small initial dose 
(%-'ec.c.) and have the patient lay supine for 
one-half hour after each injection, during which 
period they are closely observed. 4. Question 
the patient closely regarding reactions following 
the previous injection before each treatment is 
given. 5. Never give over three c.c.s of monolate 
at a treatment. 6. Advise all patients to return 
immediately if any signs or symptoms of a reac- 
tion are suspected. 7. Insist that treatments be 
given at close enough intervals to prevent the 
building up of an allergic state, i.e.: becoming sen- 
sitized. 8. Do not elevate the extremity follow- 
ing the introduction of monolate. This allows the 
solution to remain in contact with the intima of 
the varicosity for a longer period of time and also 
prevents a rapid emptying of the solution into 
the general circulation. 9. Give no further treat- 
ments using the same substance if a reaction has 
occurred. Sodium morrhuate is never given either 
in conjunction with or following the treatment 
with monolate. 

Such rules probably appear elmentary but the 
experience of one reaction and the possibility of a 
fatal mishap tend to make one cautious. The laity 
consider varicose “vein shots’ a minor procedure, 
but one fatality in a community of this size could 
intimidate many individuals to the point that they 
would refuse any form of intravenous treatments. 
Thomas-Davis Clinic. 
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FOR SHAME! 


Early in this, the last month of the year, an 
old physician visited our office and handed us 
this typewritten statement: 


We, the undersigned, contribute the sum opposite our 
names toward the funeral and burial expenses of Dr... sind 
....... Who for many years was a successful prac- 
ticing Physician and Surgeon in Marion, Alabama. 

During the past four years Dr 
a resident of El Paso and because of financial adversities . 
was without funds and died in the City County Hospital. 
were most liberal in that they gave 
the Doctor a nice burial in Restlawn Cemetery at a nominal 
cost of only $27.50. 
Here is the story: On October 26, 1940, in the 
charity ward of the El Paso County Hospital there 
passed away, terribly alone and friendless, a man 
who had given his life in the practice of what is 
often called the most honorable profession of them 
all. No friends were there, no loving family stood 
by during the last journey of this 76 year old 
man. Just an orderly, a strange young interne, 
and maybe an overworked nurse or two. Death in- 
troduced the old doctor to these new acquaint- 
ances—they hardly had the time to get really 
well acquainted—this little group at the death 
time of a doctor. But then new friends now would 
be of small comfort to an old man who had been 
so long without them. He needed friends years 
before that, when he was existing from day to 
day by the great-hearted grace of street acquaint- 
ances. Where stood his brothers in medicine? 
Were they solidly and collectively his staunch 
friends? To the shame of our profession, which 
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the old man had so long honored, we were not 
there in the day of need. And why weren’t his 
fellows in mercy there? Because, as yet, the or- 
ganization to which he paid hundreds of dollars 
in dues, to which he gave a lifetime of long years 
in service, has not set up a pension plan whereby 
oldsters and those disabled may receive help in 
the days when the need is upon them. The rea- 
son is not plain why year after year the House of 
Delegates of the American Medical Association 
refuses to study and sponsor such plans as have 
been proposed to remedy this tragic situation. The 
dentists have such a plan, the railroad trainmen 
do, and so do the union printers. Some say that’s 
“socialism”—and Lord, we can’t have that! Well, 
the answer must be that socialism or not, the 
shame of complacency and smugness cannot be 
erased by shouting catch phrases. 


How about state societies? What consideration 
have they given to the need of a plan whereby 
young physicians pay, during the years of their 
greatest earning power, into a fund which will 
eventually prove a life-saver and a face-saver as 
well to many of them? An organization of New 
York doctors has founded an old physician’s home! 
Nearly every county in nearly every state like- 
wise has a poor farm! 


So the old man finally got a “nice” funeral for 
$27.50! But for the small donations of a few in- 
dividuals, plus the kindness of a certain mortuary, 
a@ pauper’s burial would have taken place, and 
this story would not have been written. Some of 
you older physicians who right now are troubled 
with rent due—what do you think of this shame- 
ful narrative? Some of you younger votaries at 
the shrine—might not this story be yours some 
day—but for the grace of God? Well, then, what 
are you going to do about it? 


Let the demand roll into the Councils of our 
medical organizations that the time has come to 
study this problem motivated by only one pur- 
pose—to solve it, once and for all time. The solu- 
tion to come—and come it must—cannot save the 
old man of our story, nor can it help the bitter- 
ness and tragedy of those uncounted thousands 
with similar misfortune in the past. They are 
gone now. They had no spokesman in the days 
of their need—no voice save that of the humble 
supplicant, the beggar for favors. But those tragic 
brothers of ours soon to face sorrowful days— 
what of them? Have they a spokesman? The 
answer to that lies with us, the living—with us, 
the warmly clad—with us, the young—with us, 
the full fed—with us, the payers of dues to our 
medical societies—with us, who may be needful 
ourselves some day. 

There is nothing new about enterprises such as 
mutual insurance. In a broad sense all insurance 
is mutual. So is government itself. The theory of 
collective effort is by now conservative enough 
to have lost its devil’s horns. Furthermore, let 
the doctor begin to consider himself a bit, and, 


awry 


P 
fi 
fe 
it 
t 
t 
ti 
ES ti 
? 


December, 1949 


through our powerful central organizations, let 
the doctor’s concern for himself be implemented. 

The needs of thousands of American physicians 
are crying for attention. Who shall hear them? 
War or no war, many loyal members of organized 
medicine will need help in the coming year. And 
to emulate Candide, who thought that this was 
the best possible of worlds, simply will not be an- 
swering the problem. Organized medicine must 
face this reality sooner or later—and if soon 
enough, such a story as this need never again be 
written. God speed the day! 


THE TUCSON SESSION 


One of the best-attended sessions in the long 
life of The Southwestern Medical Association was 
held in Tucson November 21-23. Headquarters 
hotel was The Pioneer. The entire mezzanine 
floor was turned over to the association for ex- 
hibits, registration, section luncheons, general 
sessions, banquets. Admirable facilities were af- 
forded by the hotel in that courteous, highly effi- 
cient service on the part of employees helped ex- 
pedite one of the most smoothly managed medi- 
cal meetings in the history of the association. 
Space was adequate, conveniently placed. All who 
attended were highly pleased with the attention 
accorded them by the hotel. With which plug 
for a well deserving institution, other features of 
the meeting can be taken up. 


Commercial exhibits were splendidly arranged. 
Although limited in number by available space 
it was felt that these exhibits and demonstra- 
tions constituted one of the more valuable por- 
tions of the meeting. New drugs and new in- 
struments were there for inspection and instruc- 
tion in their use. Large crowds seized all oppor- 
tunities afforded to visit the booths. The follow- 
ing exhibited: 


A. S. Aloe Company. 

Aungers Arizona Brace Shop. 

Ayerst, McKenna and Harrison (U. 8S.) Ltd. 
American Optical Co. 

Blair Surgical Supply Company. 

Ciba Pharmaceutical Products. 

Cutter Laboratories. 

Don Baxter and Company. 

Frederick Stearns & Company. 
General Electric X-ray Corporation. 
Holland Rantos Company. 

John Wyeth & Brother. 

Elli Lilly & Company. 

Mead Johnson & Company. 

Pelton & Crane Company. 

Sandoz Chemical Works, Inc. 
Southwestern Surgical Supply Company. 
The Borden Company. 


Scientific exhibits were placed in a room adjoin- 
ing the registration space. These were locked up 
at night, thus preventing the possible loss or mu- 
tilation of valuable material during the hours 
when none of the committe was about. 


Chairmen of Tucson committees who did such 
a splended job in staging the meeting were: 


John Mikell, Scientific Exhibits. 
Meade Clyne, Reception. 

J. B. Littlefield, Hotel Arrangements. 
R. W. Rudoph, Entertainment. 

C. A. Thomas, Toastmaster. 

W. G. Shultz, Finance 

W. Stanley Kitt, Finance. 
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A beautiful couvenir program containing pic- 
tures of the speakers plus nearly a hundred full 
page photographs of Tucson and its territory was 
handed each registrant. This was quite the most 
unusual, best program ever compiled and distrib- 
uted by the association. 

Dr. Orville Egbert, El Paso, presided over the 
general sessions in the main ball room. These 
meetings began on time, were very well attended. 
Each noon, save the last day, the members were 
divided into sections and attended the luncheon 
of their choice. These luncheons were held in 
various small dining rooms off the mezzanine 
floor. Presiding over each was one of the guest 
speakers. Informal discussion and question periods 
took place during the meal. Each luncheon was 
crowded daily. On Saturday the entire session 
was brought together, and the annual business 
session followed the luncheon. 

Departing from custom of past years, the dinner 
dance was held on the first night. Appropriate 
recognition of Thanksgiving was rendered. Dr. C. 
A. Thomas of Tucson presided over this function. 
The buffett supper was held on the second night. 
Pima County Medical Society was host. Dr. H. W. 
Kohl, president of the society, presided over the 
raffle of prizes donated by the commercial ex- 
hibitors. Preceding the two evening affairs a 
number of private parties were held. 

The Southwestern Academy of Eye, Ear, Nose 
and Throat, under the direction of the president, 
Dr. Dake Biddle of Tucson, met simultaneously 
with the association. At their annual election the 
following officers were named: 


President—Franklin H. Maury. M. D... 
Secretary—A. C. Cruthird, M. _ ae 


The Board of Managers of Southwestern Medi- 
cine met for their annual session on the afternoon 
of Novembr 21. The chairman, Dr. Paul Gallagher, 
El Paso, presided. Reports of the Editor and the 
secretary, Dr. D. F. Harbridge, Phoenix, were 
heard. Dr. W. B. Cantrell of Gallup, New Mexico 
was elected to be chairman of the Board for 1941. 
Dr. D. F. Harbridge was re-elected secretary and 
treasurer. Dr. M. P. Spearman, E] Paso, was re- 
elected Editor-in-Chief of Southwestern Medi- 
cine. 

The following now constitute the Board of Man- 
agers: 


Arizona State Medical Association: 
D. F. Harbridge, M. JPhoenix, Arizona 


....Tucson, Arizona 
...Phoenix, Arizona 


W. B. Cantrell. M. -uoee-e-Gallup, New Mexico 

Geo. T. Colvard, M. D... ..........Deming, New Mexico 
Southwestern Medical Association: 

R. W. Mendelson, 

R. B. Homan, M. 
El Paso (Texas) Medical 

Paul Gallagher, M. D...... 


The last night of the meting was enjoyed by 
especially the New Mexico registrants. A section 
of the University of Arizona stadium was reserv- 
ed for the visiting physicians to watch a surpris- 
ing football team from the University of New Mex- 
ico upset the University of Arizona in their annual 


.... Albuquerque, N. M. 
Paso, Texas 
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game. Most of the prizes in the annual Satur- 
day afternoon golf tournament were won by Tuc- 
sonians. 


The annual business session was held Saturday 
noon. The nominating committe was composed 
of Drs. W. W. Waite, Le Roy Peters and E. Payne 
Palmer. Nominated and elected were the follow- 
ing to serve for the next year: 


. C. A. Thomas, Tucson 
lst Vice-presid . K. D. Lynch, El Paso 
2nd Vice-president_...............Dr. J. W. Hannett, Albuquerque 
Dr. Louis Breck, El Paso 
Associate Editor of Southwestern Medicine 
Members Board of Managers Southwestern Medicine 
Dr. R. B. Homan, El Paso Dr. R. W. Mendelson, El Paso 


El Paso was chosen to be the 1941 meeting 
place. 


President-elect 


COMMUNICATIONS 


Sir: 

I am directed by the Surgeon General to inform 
you that Authors’ reprints are gratefully received 
at the Army Medical Library. They are placed in 
a special collection catalogued by author and 
thus form a ready bibliography of the work of 
any given writer and a valuable supplementary 
source of material when the volume of original 
publication is temporarily unavailable at the 
bindery or on loan. . 

Editorial notice of this collection would be much 
appreciated. 

Very respectfully, 
HAROLD W. JONES, 
Colonel, Medical Corps, 
United States Army. 
Librarian, 
Army Medical Library. 


NEWS 


General 


The Department of Obstetrics and Gynecology 
of the University of Chicago and the Chicago 
Lying-in Hospital through the cooperation of the 
Children’s Bureau, U. S. Department of Labor 
and the Illinois State Department of Public 
Health offers five postgraduate courses of four 
weeks each between January 6 and June 21. -The 
beginning dates of each are: January 6, Febru- 
ary 10, March 17, April 21 and May 26. All the 
members of the department and all services and 
units of the institution participate in the instruc- 
tion. Only a limited number of postgraduate 
students are accepted for each period. A deposit of 
$25.00 is required, of which $10.00 is returned on 
completion of the course. All communications 
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should be addressed to: Postgraduate Course, 5848 
Drexel Avenue, Chicago, Illinois. 


Medical technicians experienced in surgical and 
X-ray work are needed by the War Department. 
The United States Civil Service Commission has 
announced an examination to fill these positions 
in the following grades and optional subjects: 
Senior medical technician (roentgenology), $2,000 
a year; medical technician (roentgenology, and 
surgical), $1,800 a year; assistant medical tech- 
nician (roentgenology, and surgical), $1,620 a 
year. The salaries are subject to a retirement de- 
duction of 34 per cent. 

Applications must be on file with the Commis- 
sion’s Washington office not later than Novem- 
ber 28, if received from states east of Colorado 
and not later than Decmber 1, 1940, if received 
from Colorado and the states westward. 

Applicants must have completed a 4-year high 
school course, unless they pass a written general 
test, and in addition, they must have had re- 
sponsible experience in surgical duties in an op- 
erating room or clinic, or in x-ray work including 
x-ray photography and posturing, and in the in- 
Stallation and maintenance of x-ray apparatus. 
Appropriate college study may be substituted for 
part of the required experience. With the excep- 
tion of those who have not completed the high 
school course, applicants will not be given a writ- 
ten test. All competitors will be rated on their 
qualifications as shown in their applications and 
on corroborative evidence. 

Detailed information regarding the examina- 
tions and the proper application forms may be 
obtained from the Secretary of the U. S. Civil 
Service Examiners at any first- or second-class 
post office or from the United States Civil Service 
Commission, Washington, D. ©. 


Arrangements have been completed for the third 
annual Congress on Industrial Health sponsored 
by the American Medical Association, which will 
be held Monday and Tuesday, Jan. 13 and 14, 
1941, at the Palmer House in Chicago. 

These meetings are open to all physicians and 
others interested in the industrial health move- 
ment. There is no registration fee. 


El Paso 


At a recent meeting of the El Paso County Med- 
ical Society on November 25, the following pro- 
gram was given: 

1. Cortical Insufficiency—Dr. J. M. Scott. 

2. Perforated Peptic Ulcer—Dr, Heinz Haffner. 

The session was held in the Tea Room, Hotel 
Cortez. About 65 members were present, plus a 
number of medical officers from Wm. Beaumont 
General Hospital, U. S. Army. 
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The City-County Hospital Staff met November 
20 at the hospital. Following dinner the program 
was: 

1. Adhesions and Volvulus of Small Intestine— 
Drs. Parker, Holt, Waite. 

2. Typhoid Fever (case report)—Drs. Parker, 
McCamant. 

The session was presided over by Dr. J. Mott 
Rawlings, chief of staff. 


Annual election of officers was substituted for 
the scientific program of the December 3 meet- 
ing of the staff of Hotel Dieu Sisters’ Hospital. 
Luncheon was served. 


The regular monthly dinner of the staff of the 
Southwestern General Hospital was held on the 
evening of November 28 in the auditorium of the 
hospital. The scientific program follows: 

1. Teratoma of Testes with Metastases to 
Lung—Dr, W. R. Curtis. 

2. Unusual Clavicle Injuries—Dr. Dave Came- 
ron. 


A meeting of the El Paso Tumor Clinic was 
held Tuesday, November 12, 1940, at 1:00 p. m. at 
City-County Hospital. The following cases were 
considered: 1. tumor of chest below axilla; 2. 
tumor of scalp; 3. sarcoma of eye; 4. tumor of 
leg; 5. tumor of breast, two cases. Dr. W. W. 
Waite presided as chairman. 


The El Paso County Medical Society met No- 
vember 11, 1940, at 8:00 p. m. in the tea room of 
Hotel Cortez, The program was as follows: 

“Modern Ophthalmology and Otolaryngology”— 
Dr. W. E. Vandevere. 

“Bone Marrow Aspiration for Diagnosis of Blood 
Dyscrasias”—Dr. M. S. Hart. 


The regular Staff meeting of the Hotel Dieu 
Sisters’ Hospital was held Tuesday, November 5, 
1940, at 12:10 p. m. in the auditorium of the 
Nurses’ Home. Luncheon was served. The sci- 
entific program was as follows: 

“Sarcoma of the Forearm, Child, Age Five 
Years”—Dr. J. L. Murphy. 

Discussion by Drs. J. W. Cathcart and W. W. 
Waite. 

“Fracture of the Patella”—Dr. Louis Breck. 

Discussion by Dr. H. H. Varner. 


A meeting of the El Paso County Medical Society 
was held Monday, October 28, 1940 at 7:00 p. m. 
at William Beaumont General Hospital, Members 
of the County Society were guests of Col. Edwards 
and Staff. Dinner was served at 7:00 p. m. in 
the Patients’ Mess. The scientific program was 
presented at 8:00 p. m. by the Staff of William 
Beaumont General Hospital as follows: 

“Multiple Sclerosis: Case Report”—Captain J. 
J. Hornisher, M. C. 
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“Endocrine Dwarfism; Case Report’—Captain 
W. R. Garner, Med. Res. 

“Arthritis, Acute, Suppurative, Severe, of Left 
Hip, Complicated by Staphylococcus Septicemia, 
Case Report and Presentation of Patient’’-—Cap- 
tain C. W. Hardy, M. C. 


The Lovelace Clinic, Albuquerque, New Mexico, 
announces the association of: 

W. J. Nelson, Jr., M.S., M.D.; E.E.N.T., Bron- 
choscopy and Esophagoscopy, formerly of the 
Staff of Charity Hospital, New Orleans, Louisiana. 

P. A. Duff, M.D., Med. Sc.D.; Urology, formerly 
of the Staff of Columbia University-Presbyterian 
Hospital, The Medical Center, New York City, New 
York. 

J. R. Maxfield, Jr., A.B., M.D.; Radiology, Diplo- 
mate of the American Board of Radiology, for- 
merly of the Staff of the University of California 
Medical School and Hospital, The Medical Center, 
San Francisco, California. 


El Paso 


THE WOMAN’S AUXILIARY TO THE EL 
PASO COUNTY MEDICAL ASSOCIATION met 
at the home of Mrs. James J. Gorman on October 
14th at 3 o’clock. The president, Mrs, James W. 
Laws presided, and the business of the organiza- 
tion which had accumulated during the summer 
was taken care of. The president then introduced 
the new members, Mrs. Norman C. Giere, Mrs. B. 
L. Goodloe, and Mrs. Newton F. Walker. She also 
introduced Mrs. Hines Haffner and Mrs. M. S. 
Hart, whose husbands have gone into practice in 
El Paso recently. 

Following the meeting Dr. W. R. Jamieson, who 
is a colonel in the Medical Reserve of the Army, 
explained in detail the work of the doctors in 
the country in relation to defense. It was a very 
instructive discussion of the problem uppermost 
in the minds of most of those attending the meet- 
ing. 

Just before the social hour two high school stu- 
dents played several accordion duets which were 
well played and very much enjoyed, 

The hostesses for the afternoon who assisted 
Mrs. Gorman were: Mesdames S. D. Armistead, 
Chester D. Awe, F. O. Barrett, J. Travis Bennett, 
A. P. Black, Louis W. Breck, Bloyce Britton, W. 
W. Britton, C. P. Brown, W. L. Brown, George 
Brunner, Ira J. Bush, Arthur H. Butler, J. W. 
Cathcart, E. G. Causey, H. C. Caylor, Branch 
Craige, E. J. Cummins, Wm. J. Davis and Howard 
P. Deady. 

—Julia N. Breck. 
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MISCELLANY 


CHEMICAL WARFARE 


From the tactical standpoint, chemical agents 
are classified according to their primary use as: 
Harassing agents, which annoy, disccmfort, and 
impede the enemy, without permanent effects; 

Casualty agents, which will produce casualties 
among personnel; 

Screening agents, which produce _ screening 
smoke; 

Incendiary agents, which generate sufficient 
heat to start fires in ordinary materials. 

Chemical agents are classified on a basis of the 
length of time which an agent will remain on the 
ground at the point of release in a concentration 
great enough to be effective against unprotected 
personnel. If this time exceeds ten minutes, the 
agent is classed as persistent, and if this time is 
less than ten minutes, the agent is classed as non- 
persistent. 

Finally, chemical agents are classified according 
to their physiological effect as: 

Lung irritants—agents which when breathe 
cause irritation of the respiratory tract; 

Vesicants—-agents which attack the skin, pro- 
ducing burns; 

Lacrimators—agents which produce a copious 
flow of tears and intense temporary pain in the 
eyes; 

Sternutators — agents which when breathed 
cause sneezing, accompanied or fpllowed by 
coughing, vomiting, headache and extreme al- 
though temporary physical disability. The terms 
sternutator and irritant smoke are used inter- 
changeably; 

Direct nerve poisons—agents which affect di- 
rectly the heart action, nerve reflexes, or interfere 
with the absorption or assimilation of oxygen; 

Incendiary—agents which produce heat burns 
when in contact with the body. 

—Jr. Ind. St. Med. Assoc. 


MEDICINE AND NATIONAL DEFENSE 


The human ability to postpone consideration 
of consequences of mass action is amazing. He 
becomes so engrossed in the action per se that the 
response to the action is considered not in possi- 
bilities but only in the light of his own projected 
desires. 

Since man first began quarreling on a large 
scale with his neighbor, the result has been re- 
peated over and over. The vicious cycle—provo- 
cation, war, famine and pestilence has never been 
broken for any prolonged period of time. Even 
isolation is no longer considered as conferring im- 
munity to these disasters. While Europe is cer- 
tain of the consequences of the wild ride of the 
Four Horsemen, we in the United States, if the 
present trend of thinking would be an indication, 
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feel that if we must enter a conflict, preparation 
for it and its results had better begin at once. 

Labor, agriculture, transportation and consum- 
er must function with teamwork precision to pro- 
vide the materials of preparedness. Man power 
must be mobilized, but it is obvious that ships, 
guns and planes are of little value without the 
ability to man them. 

The medical profession—our calling—is one of 
peace and humanitarianism. War will not change 
it. It does seem rather illogical to prepare a per- 
son phsically, protect him in his environment, 
only to see him later as a broken victim of an in- 
strument of destruction. But such is war and 
modern methods of warfare. 

However, there is another side to our prepared- 
ness program. What of our civilian population? 
What of our profession? During the last war 
many communities were left without adequate 
medical care through enlistment of physicians. 
Many a physician returned and upon demobiliza- 
tion found that his practice was gone and again 
had to begin from scratch. Such things should 
not be permitted to occur again. 

The extent of our problem in national prepar- 
edness is much greater than generally recognized. 
It takes time to produce vaccines and serums. 
Importation of foreign made drugs and supplies 
is handicapped. The urgency of coordination of 
all medical and public health resources has been 
stressed by Surgeon General Thomas Parran. 

A few of the prominent health problems involv- 
ed in a program of national defense are as fol- 
lows 

1. The recruiting of professional personnel. 

2. Provision of the manufacture and storage of 
sufficient medical and sanitary supplies, vaccines 
and serums. 

3. The provision and maintenance of adequate 
medical service to the civilian population. 

4. The careful planning of measures to combat 
those diseases known to be particularly hazardous 
to troop concentrations. 

5. Provision of research service in practica! 
problems peculiar to war operations. 

—Del. St. Med. Jo. 


CLASSIFICATION OF ARTHRITIS 


I. Infectional Arthritis 
(a) Of proved etiology. 
II. Probably Infectional; etiology unproved. 
(a) Arthritis of rheumatic fever. 
(b) Rheumatoid arthritis (atrophic ar- 
thritis; chronic infectious arthritis) 
1. Adult type. 
. Juvenile type (Still’s disease) 
3. Ankylosing spondylitis (Marie-Strum- 
pell). 
4. Psoriatic arthritis. 
(c) Arthritis associate with various in- 
fections. 
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III. Degenerative arthritis (osteoarthritis; hyper- 
trophic arthritis). 
Generalized; etiology unknown. 
Localized. 
1. Secondary to trauma. 
2. Secondary to structural abnormality. 
3. Secondary to previous  infectional 
arthritis. 
4. Etiology unknown. 
Iv. Arthritis associated with disturbance of meta- 


(a) 
(b) 


Gout. 
Arthritis manifestations of 
metabolic diseases. 


V. Arthritis of Neuropathic origin. 
(a) Secondary to tabes dorsalis. 
(b) Secondar to syringomyelia. 
(c) secondary to peripheral nerve lesions. 


VI. Miscellaneous forms. 
(a) Arthritis of serum sickness. 
(b) Arthritis of hemophilia. 
(c) Intermittent hydra-arthrosis. 
—Minn. Med 


other 


BLACKGUARDS 


In his speech before the Fifth District Branch, 
Dr. James M. Flynn, president of the Medical So- 
ciety of the State of New York, flayed verbally 
those few physicians in the state who “cut cor- 
ners,” as he termed the unethical practices to 
which some resort. He pointed out that every 
community has a few physicians who are not hon- 
est with themselves, their fellow practitioners, or 
with their patients. Yet it is those few men who 
give the profession a bad name. It it they whose 
qustionable acts are cited as examples, who pro- 
vide arguments for the advocates of state medi- 
cine and provoke public criticism and censure. 
The public does not discriminate, and falls into 
the error of ascribing to the many the faults of 
the few. 


It appears to us that Dr. Flynn’s point is well 
taken and, important at any time, is doubly so 
now. Business an the professions have always 
been menaced by a small number of racketeers, 
men of antisocial nature, human vultures paying 
only lip service to the law or using it to gain their 
selfish ends. Cynically, they thrive on the mis- 
fortunes of others and exploit the poor and the 
ignorant. In times of stress and unrest, danger 
or calamity they thrive on the preoccupation of 
their professional brethren with urgent affairs and 
prey upon a public harassed by fright and heavy 
cares. 

They are the hatchet men; the exactors of big 
fees; the bill padders; the advocates of unneces- 
sary treatment; the scoundrels of the scalpel who 
do the unnecessary operations; the relief rascals; 
the pusillanimous pill pushers—to name a few. 
Sordid and conscienceless as they are, they are 
so small in number in the medical profession as 


SOUTHWESTERN MEDICINE 


415 


to be conspicuous. But as a rotten apple will 
cause the whole barrel to spoil, so these human 
cankerworms can damage the reputation of an 
entire profession. 

—N.Y. St. J.of Med. 


DIAGNOSTIC SIGNS IN SPINAL 
CORD TUMOR 
Early 
. Root pains—aggravated by coughing, sneez- 
ing, straining 
. Motor weakness 
. Sensory disturbance 
Residual urine 
. Increased deep reflexes 
Increased spinal fluid protein 
. Spina] fluid pressure normal 
. Partial block by Queckenstedt 
. Level of tumor revealed by air or lipiodol 
Bone changes by x-ray 
Late 
. Root pains—same characteristics 
. Paralysis 
. Anesthetic level 
. Urinary incontinence 
Increased or absent reflexes 
. Froin’s syndrome 
. Spinal fluid pressure low 
. Complete block 
. Level of tumor revealed by air or lipiodol 
Bone changes by x-ray 
—Tez. St. J.of Med. 


ARE AMERICANS GETTING SOFT? 


One reason advanced for the downfall of France 
is that she had gone soft. Too many people 
wanted to belong to the “preferred class.” They 
believed that a great deal was due them for a lit- 
tle effort, and though they contributed little, they 
demanded that they be amply rewarded. The re- 
sult was that there was internal strife, distrust 
and weakening of moral fiber. In consequence 
there followed a general breakdown of the coun- 
try’s social and economic structure which led in 
part to her defeat. 

Is the United States in danger of pursuing the 
same course? To those who read their newspa- 
pers thoughtfully, there is ample evidence of a 
trend in this direction. Reports emanating from 
various parts of the country give the impression 
that the robust and courageous spirit which 
helped build this country into a great nation is 
waning. One reads of people being supported by 
the government rather than working, even though 
their income may be considerably less. Labor un- 
ions are endeavoring to reduce working hours to 
a number that fifty years ago would have seemed 
incredible. Youth organizations proclaim their al- 
legiance to foreign isms and protest against pre- 
paredness plans. Peace advocates go so far as to 


bolism. 
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assert their willingness to be subjugated rather 
than fight in the defense of their country. Politi- 
cians are playing the dangerous game of strad- 
dling the fence where issues which affect our very 
existence are concerned. 


Steps which have been taken to improve the lot 
of the worker are deserving of the highest com- 
mendation. Free speech should be defended as 
fundamental to our form of government. This 
country should advocate and earnestly promote 
peace. But there is a point in all these things be- 
yond which this country cannot go with safety. 
It is a well-known biological principle that suf- 
fering and overcoming hardships is necssary and 
important in devloping a strong people. Too much 
paternalism, too much coddling, and too much 
comfort will contribute to disintegration. Unless 
our people are willing to forego some of what 
they now think are necessities, and if necessary 
fight for the continued existence of our country 
as we know it, we may well find ourselves in a 
critical situation. 


Reports on the health of the nation reveal that 
the American people generally are in much bet- 
ter physical condition than they have ever been 
in their history. It is reported that a high per- 
centage of those now enlisting in the military 
forces easily met the physical requirements. Ap- 
parently, more than mere physical well-being is 
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necessary. Can it be that due to soft living we 
have become morally and spiritually weak? What 
happens to this country in the next few months 
may provide the answer. —Med. Ann. D. of C. 


MEDICAL GROUP OPENS SESSION 
WITH ASSEMBLY 

The Southwestern Medical Association opened 
the 26th annual session here today with general 
assemblies and luncheon round table discussions 
and then prepared itself for a Thanksgiving ban- 
quet and dinner dance at 8:30 o’clock tonight at 
the Pioneer hotel, convention headquarters. 

Approximately 300 doctors and their wives 
from Arizona, New Mexico, West Texas and North- 
ern Mexico are expected to attend the three days 
of annual meetings and clinical conferences. Here 
to address the various groups are seven national- 
ly known specialists from all sections of the coun- 
try. 

SESSIONS OPEN 

Today’s sessions were opened with a general 
assembly at 9:30 o’clock this morning. “Gradu- 
ate Medical Education” was the subject of the 
initial talk by Dr. Orville Egbert, El Paso, presi- 
dent of the association. 

Dr. Carleton Mathewson, jr., speaking on “Early 
Management of Head Injuries from the Point of 
View of the General Practitioner,” correlated his 
discussion with the numerous highway accidents 
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of the present and the acquaintance with such 
injuries in bomb-torn England and Europe. 

He urged the treatment of such types of in- 
juries by local practitioners rather than moving 
patients to large cities to be attended by special- 
ists. 
Also appearing on the morning program was 
Dr. Willard Allen of Washington University, St. 
Louis. 

ROUND-TABLE PARLEY 

Luncheon round-table discussions took the spot- 
light at noon for specialists in medical, anesthesia, 
surgery, obstetrics and gynecology and ophthalmol- 
ogy fields. 

Dr. Howell Randolph, Phoenix, and Dr. R. B. 


SOUTHWESTERN MEDICINE 


417 


Homan, El Paso, were chairmen of the two medical 
sections. Speakers were Dr. George Fahr, pro- 
fessor of medicine at the University of Minnesota, 
and Dr. T. T. Mackie, professor of medicine at 
Columbia University. 

Dr. J. B. Van Horn, Tucson, presided over the 
anesthesia discussion, at which Dr. John Lundy, 
department of anesthesia, Mayo Clinic, spoke. 

SURGERY SECTIONS 

The two surgery sections were presided over by 
Dr. E. Payne Palmer, Phoenix, and Dr. Felix Mil- 
ler, El Paso. Speaking before the group were Dr. 
Richard B. Cattell, Lahey Clinic, Boston, and Dr. 
Carleton Mathewson, Jr., associate professor of 
surgery at Stanford University School of Medicine. 
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Dr. R. K. Smith, Tucson, presided and Dr. Wil- 
lard Allen, Washington University, St. Louis, 
spoke before the obstetrics and gynecology section. 
Dr. William L. Benedict, department of opthal- 
mology, Mayo Clinic, spoke before the eye, ear, 
nose and throat group. 

Scheduled to speak at a general assembly this 
afternoon were Drs. T. T. Mackie, John Lundy 
and Richard B. Cattell. 

Doctors will convene for another general assem- 
bly at 9:30 a. m. tomorrow and additional round 
table discussions at noon, General assemblies will 
be held tomorrow afternoon and Saturday morn- 
ing. A luncheon for women visitors will be held 
at 1 p. m. tomorrow at the Arizona Inn and a 
buffet supper will be served at the Pioneer hotel 
tomorrow night for the women and the escorts. 

Until the convention closes Saturday, exhibits 
have been arranged on the mezzanine of the 
Pioneer hotel. A special program of entertain- 
ment association and convention guests. A golf 
tournament is set for Saturday afternoon and a 
special block of seats has been set aside for the 
Arizona-New Mexico football game that evening. 
—Tucson Daily Citizen, Nov. 21, 1940. 


DOCTORS SELECT DR. C. A. THOMAS 
NEXT PRESIDENT 
Dr. William H. Woolston, Albuquerque, New 
Mexico, was installed today as president of the 
Southwestern Medical Association and Dr. C. A. 
Thomas of Tucson was elevated to president- 
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elect, to take office next November at the con- 
vention to be held in El Paso. 

Dr. K. D. Lynch, El Paso, was elected first vice- 
president, Dr. J. W. Hannett, Albuquerque, sec- 
ond vice-president, and Dr. Louis W. Breck, El 
Paso, secretary-treasurer. 

Dr. Woolston succeeded Dr. Orville E. Egbert, 
El Paso, as the three-day annual convention drew 
to a close. 

TUCSONIAN NAMED 

The Southwestern Academy of Eye, Ear, Nose 
and Throat elected Dr. Franklin H. Maury, Tuc- 
son, president. The group will meet in El Paso 
during the Southwestern Medical Association 
meetings. Dr. A. C. Cruthird, Phoenix, was re- 
elected secretary.—Tucson Citizen, Nov. 23, 1940. 


BOOK NOTES 


METHODS FOR DIAGNOSTIC BACTERIOLOGY, by Isabelle 
G. Schaub, A.B., Assistant in Bacteriology, Department of 
Pathology, The Johns Hopkins University School of Medicine, 
and M. Kathleen Foley, A. B., Bacteriologist in charge of the 
Diagnostic Bacteriological Laboratory of the Medical Clinic. 
The Johns Hopkins Hospital, Baltimore. Pp. 313. Cloth $3.00. 
St. Louis, The C. V. Mosby Co., 


This is an excellent detailed outline of labora- 
tory methods in culture, study and identification 
of the various bacteria. Space is provided op- 
posite each page for the insertion of one’s own 
notes. This should aid greatly in making this a 
valuable personal piece of equipment for use in 
the laboratory. 
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inexpensive, does not require hospitalization when used alone, is 
available to patients through the services of their own physicians, 
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THE PRACTICE OF MEDICINE, by Jonathan Campbell 
Meakins, M.D., LL.D.; Professor of Medicine and Director of 
the Department of Medicine, McGill University; Physician-in- 
Chief, Royal Victoria Hospital, Montreal; formerly Professor 
of Therapeutics and Clinical Medicine, University of Edin- 
burgh. Fellow of the Royal Society of Edinburgh; Fellow of 
the Royal Society of Canada; Fellow of the Royal College of 
Physicians, London; Fellow of the Royal College of Physi- 
cians, Edinburgh; Honorary Fellow of the Royal College of 
Surgeons, Edinburgh; Fellow of the Royal College of Physi- 
cians, Canada; Fellow of the American College of Physicians. 
Pp. 1430 including index. 562 illustrations including 48 in 
color. 3rd edition. Fabrikoid. $10.00. St. Louis, The C V. 
Mosby Co., 1940. 


In this third edition the author has again made 
use of a large number of well chosen illustrations. 
One’s interest in studying any chapter in the 
book is greatly enhanced by the fine illustrations. 
Many are in color, chosen from various well known 
texts for specialists. The seeker of information 
will find this one of the easiest, most complete 
sources of knowledge to consult. The author has 
done a splendid piece of work. 


OBSTETRICS IN GENERAL PRACTICE, by J. P. Greenhill, 
BS., M.D., F.A.C.S.; Professor of Obstetrics and Gynecology, 
Loyola University Medical School, Chicago; Professor of Gyne- 
cology, Cook County Graduate School of Medicine; Attending 
Gynecologist, Cook County Hospital; Co-Editor of the YEAR 
BOOK OF OBSTETRICS & GYNECOLOGY: Author of OFFICE 
GYNECOLOGY. Pp. 448 with index. [Illustrated. Cloth. 
$3.50. Chicago, The Year Book Publishers. Inc. 


Well illustrated and simply written, this book 
is a valuable addition to the library of the gen- 
eral practitioner. It presents, in simplified form, 
the newer knowledge concerning the general prac- 
tice of obstetrics. Elementary knowledge, to be 
sure, but at that not too well known and prac- 
ticed by all men doing obstetrics. 
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PSYCHIATRY FOR NURSES; Louis J Karnosh, B.S., Sc.D., 
M.D.; Associate Clinical Professor of Nervous Diseases; School 
of Medicine, Western Reserve University; Director Neuro- 
psychiatry, City Hospital, Cleveland; me Neuropsy- 
chiatrist, Cleveland Clinic; and Edith B. Gage, R. N.; Super- 
visor, Neuropsychiatric Division, City Hospital. or 
Pp. 327. Illustrations 34. Cloth. $2.75. Saint Louis. The C 
V. Mosby Co. 

This book illustrates one of our pet peeves. Mod- 
ern schools of nursing are in many cases not 
schools of nursing at all, but 4th or 5th rate med- 
ical schools. We have long felt that it is a decided 
mistake to attempt to teach nurses very much re- 
garding the medical specialties God knows that 
the medical student in a class A medical college 
has a difficult enough time, for all his detailed 
training, to grasp more than a notion of what 
the various specialties are all about. How then 
can anyone reasonably expect a nurse with her 
vastly inferior scientific training to get more 
than an idea that because she can rattle off a 
few technical terms she is therefore learned in 
the ways of medicine, Too many nurses forget 
that after all they are nurses, and because of a 
few crammed sessions in their curriculum get 
fancy dreams about their great medical knowl- 
edge. The nurse who is going to be employed at 
a psychiatric institution would probably be con- 
cerned with much of the material in this text. 
The general nurse, however, who is going to ad- 
minister hypodermics and write copious notes re- 
garding the patient’s flatus would certainly not 
be concerned with a great part of aad informa- 
tion contained in this book. 
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CLINICAL HEART DISEASE: By Samuel A Levine, M.D., 
F.A.C.P., Assistant Professor of Medicine, Harvard Medical 
School; Senior Associate in Medicine, Peter Bent Brigham 
Hospital, Boston; Consultant Cardiologist, Newton Hospital; 
Physician. New England Baptist Hospital, Boston. Second 
Edition, Revised and Reset. 495 pages with 109 illustrations. 
Philadelphia and London: W. B. Saunders Company, 1920. 
Cloth, $6.00. 

This is the second edition of one of the best 
books ever written on clinical heart disease. There 
is a highly valuable chapter on clinical electrocar- 
diography. One of the interesting chapters in the 
book is entitled “The Medico Legal Aspects of 
Heart Disease.” This chapter is full of good sense 
and information. Because of the mass of indus- 
trial litigation now clogging the courts of the land 
it would seem that this topic should be afforded 
more space in this text. Modern terminology has 
been introduced together with approved nomencla- 
ture as.recommended by the committee of the 
American Heart Association and the Cardiac So- 
ciety of Great Britain and Ireland, 


THE SCHOOL CHILD’S BREAKFAST 

Many a child is scolded for dullness when he 
should be treated for undernourishment. In hun- 
dreds of homes a “continental” breakfast of a roll 
and coffee is the rule. If, day after day, a child 
breaks the night’s fast of twelve hours on this 
scant fare, small wonder that he is listless, ner- 
vous, or stupid at school. A happy solution to 
the problem is Pablum (Mead’s Cereal cooked and 
dried). Six times richer than fluid milk in cal- 
cium, ten times higher than spinach in iron, con- 
taining vitamins B: and G, Pablum furnishes pro- 
tective factors especially needed by the school 
child. The ease with which Pablum can be pre- 
pared enlists the mother’s cooperation in serving 
a nutritious breakfast. This palatable cereal re- 
quires no further cooking and can be prepared 
simply by adding milk or water of any desired 
temperature. 


Clinical Observation Courses in Eye, Ear, Nose 
and Throat. Admittance at any time. Two resi- 
dences of one year each now available. Oscar B. 
Nugent, Medical Director. Chicago Eye, Ear, Nose 
and Throat College, 231 West Washington, Chicago. 
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